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REMARKS ON CERTAIN NEW DEVELOPMENTS IN PUBLIC HEALTH? 


BY E. R. KELLEY, M.D. 


Late Commissioner of Public Health 


Tue invitation of the Hatherly Medical Club 
to the State Department of Public Health to 
occupy the program for a regular meeting of the 
Society was cordially accepted by myself and 
the members of the staff of the Department. 

Health departments are constantly finding 
themselves inaugurating new procedures which 
directly affect the general practitioner and are 
constantly being urged to inaugurate many 
other procedures which they do not deem prop- 
er lines of health department activity; so it is 
no wonder if the clinical elements of the pro- 
fession, and especially the general practition- 
ers, find it impossible to evaluate or even to 
keep a clear idea of just what health depart- 
ments are doing or desire to do in these lines. 

In addition, the various demonstrations, clin- 
ies, and preventive medicine conferences of 
health departments are often so much miscon- 
strued as to their character and intent that it 
is a distinct privilege that this Society has ex- 
tended to the State Department of Health in 
giving for the first time in our experience an 
opportunity for the Department to outline on 
one occasion just what its ‘‘clinic’’ plans real. 
ly are by statements of representatives of the 
three divisions, Communicable Diseases, Hy- 
giene, and Tuberculosis, through which all such 
activities are carried on. 

Since you are to hear from these gentlemen 
directly I feel that I should not encroach upon 
their territories by going into any detailed ref- 
erence to those specific lines of activity which 
we are sponsoring and which may be most 
properly designated as applications of ‘‘State 
Medicine.’’ However, I trust by the time the 
meeting is finished you will not only have a 
much clearer idea of what the Massachusetts 
Department of Public Health proposes in these 
matters but will be ready to give us the bene- 
fit of your constructive criticism upon the pol- 
icies unfolded. 

And in concluding this brief introductory 


*Read before the Hatherly Medical Club, May 13, 1925. 


statement I wish merely to lay down the fol- 
lowing statement of fundamental principles un- 
derlying all our ‘‘clinics’’ and conferences: 


(1) They are based on the idea of essential 
decentralization, i. e., of having these types of 
preventive medicine eventually carried on by 
each local community, not with the idea of the 
permanent conducting and expanding of such 
ae gy by the State Department of Public 

ealth. 


(2) They are nearly all based on the fun- 
damental principle that the age period in 
which preventive medicine can be most effec- 


tively practiced is infaney and childhood. 


(3) They are based on the principle that 
eventually much, I might say even the most es- 
sential part of these procedures should revert 
to the consultation room of the general practi- 
tioner to be carried on privately on a fee basis 
precisely the same as curative medicine is now 
and always has been, always excepting that cer- 
tain features of preventive medicine, such as 
school hygiene for example must be carried out 
on a community not an individual basis by cer- 
tain full-time or part-time physicians specially 
trained for such work; and it is likewise true 
in larger centers that the large numbers of in- 
digents necessitates free dispensary service. 


(4) And finally, in all its experimental de- 
velopments in these fields the State Department 
of Public Health will be very greatly influenced 
by the group judgment and consensus of opin- 
ion of the organized medical profession, not 
necessarily from conviction on the part of the 
Department that such group judgments may 
always be sound and wise judgments so much as 
from a conviction based on years of experience 
that advances in preventive medicine can only 
be assimiliated and put into operation on a gen- 
eral scale as fast as the great body of practi- 
tioners of clinical medicine have in the lan- 
guage of the modern advertising man been 
**sold on the ideas’’ implied in such innovations. 


. 
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MATERNITY, INFANCY AND EARLY CHILDHOOD CLINICS OR CONFER- 
ENCES IN RELATION TO THE FAMILY PHYSICIAN* 


BY MERRILL CHAMPION, M.D. 
Director, Division of Hygiene, Massachusetts Department of Public Health 


RARELY is there a subject upon which every- 
one can agree, whether it be religion, ethics or 
medicine. But I venture to assert that all will 
agree that the promotion of maternal and child 
hygiene represents the height of altruism in 
the human race. As such, it is something to be 


er than it is; but there is every reason to be- 
lieve that it could be a good deal lower than 
it is if what we know of its causes were utilized 
to advantage. Furthermore, it seems to be high- 
er than it used to be if we are to judge by the 
figures of the Registrar of Vital Statisties, given 


in the following tables. 


encouraged not only in the individual but also 


DeatH Rates Per 10,000 CoNFINEMENTS AND Per 10,000 Brrrus* rroM DISEASES CAUSED BY 
PREGNANCY AND CONFINEMENT (143-150): 1901 To 1924 


Per 10,000 Per 10,000 
Confinements* Births? 

(to) 
& 
ow 

1901 37 8 29 37 29 
1902 37 8 29 37 8 29 
1903 41 13 28 41 1 28 
1904 44 11 33 44 11 33 
1905 41 8 33 41 8 33 
1906 41 11 30 41 10 31 
1907 44 10 34 44 9 35 
1908 40 4 36 40 4 36 
1909 52 10 42 52 10 42 
1910 45 12 33 45 12 33 
1911 56 16 40 55 16 39 
1912 47 11 36 47 10 37 
19138 50 11 39 49 11 38 
1914 56 11 45 56 11 45 
1915 48 11 37 48 11 37 
1916 55 17 39 54 16 38 
1917 63 20 43 62 19 43 
1918 82 16 66 81 16 65 
1919 69 18 51 68 18 50 
1920 74 21 53 73 20 53 
1921 61 19 42 60 18 42 
1922 62 18 44 61 17 44 
1923 54 14 40 54 14 40 
1924 58 17 41 57 17 40 


Per 10,000 Per 10,000 
Live Births Confinements* 
143-150 
My 
iD 
2 ge as 
38 8 30 7} | 
38 8 30 38 
42 14 28 . 40 
45 12 33 
42 8 34 42 
42 11 31 
45 10 35 
41 4 37 45 ‘ 44 
54 11 43 
46 12 34 | 
57 16 41 49 
48 11 37 
51 11 40 51 
58 11 47 51 
48 11 37 
56 17 39 ; 
64 20 44 67 
84 17 67 L 69 
71 19 52 
76 21 55 68 | 
63 19 44 
64 18 46 
56 14 41 58 
59 17 42 


*Inclusive of stillbirths and making proper deductions for plural births. 


*Inclusive of stillbirths. 


in the community. The only question is con- 
cerning the methods and the agencies to be 
employed for the purpose. 

Let us turn for a moment to the faets upon 
which must be based any serious consideration 
of the subject in hand. The maternal mortality, 
the infant mortality, the physical and menta! 
defects of early childhood, the need for health 
habit promotion: these all are of importance. 


MATERNAL MORTALITY 


The maternal mortality of Massachusetts is 
not ‘‘appalling’’—it might be a great deal high- 


*Read before the Hatherly Medical Club, May 13, 1925. 


INFANT MORTALITY 


At the first glance, the infant mortality of 
Massachusetts seems to present a more satisfac- 
tory showing. With fluctuations it has been 
coming down steadily for years as will be seen 
from the accompanying table. 


Our enthusiasm over this fact is dampened, 
however, when we realize that the drop is com- 
ing almost entirely in the mortality after the 
first month of life: the early mortality and the 
still birth rate remain pretty constant. Our im- 
proved medical and nursing facilities are not 
proving equal to getting ahead of the factors 


| 
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which make for death among infants at the 
time of birth or very shortly after. | 


DEFECTS OF EARLY CHILDHOOD 


The incidence of defects, mental and physieal, 
in early childhood is not easily set forth because 
of the fact that we have no adequate way of ex- 
amining children of this age on a large scale. 
The figures we have for older children, however. 
amply demonstrate the size of the problem fac- 
ing the family physician and the public health 
worker alike. 


INFANT Morta.ity: 1900 To 1924 


Deaths* Under 1 Year 
Per Percent. 


1,000 of 
Live live total 
Years births Number births deaths 
1900 73,386 11,500 156.7 22.5 
1901 71,976 9,952 138.3 20.6 
1902 72,219 10,075 139.5 21.2 
1903 73,584 10,269 138.3 20.9 


1904 75,014 9.992 133.2 20.6 


1905 75,022 10,519 140.2 20.8 
1906 80,237 11,106 138.4 21.9 
1907 85,001 11,293 132.9 20.9 
1908 86,911 11,606 133.5 22.4 
1909 84,039 10,693 127.2 20.9 
1910 86,539 11,499 132.9 21.1 
1911 88,327 10,543 119.4 19.9 
1912 89,882 10,472 116.5 20.0 
1913 91,644 10,086 110.1 18.9 
1914 93,399 9,894 105.9 18.7 
1915 93,155 9,490 101.9 17.9 
1916 93,487 9,334 99.8 16.6 
1917 95,731 9,325 97.4 16.5 
1918 95,607 10,820 113.2 13.7 
1919 87,827 7,769 88.5 14.8 
1920 91,859 8,382 91.2 15.6 
1921 92,245 7,005 75.9 14.7 
1922 87,636 7,129 81.3 13.9 
1923 89,210 6,968 78.1 13.3 
1924 91,463 6,191 67.7 12.5 


*Exclusive of stillbirths. 


Woop’s Figures ror Unirep States ScHoot CHILDREN 


Mental defects 1% 
Organic heart lesions 1% 
Hearing defects 5% 
Eye defects 25% 
Adenoids, diseased tonsils, and glands 15-25% 
Malnutrition 15-25% 


Teeth defects ; 50-75% 


WHAT ARE THE CAUSES UNDERLYING THESE FACTS ? 


1. Lack of Prenatal Care. 


Undeniably, the average pregnant woman 
gets relatively little prenatal’ care. In a large 
series of deaths studied, not over 11% of the 
mothers had had adequate prenatal care. The 
experience of the Maternity Centre of New York 
City and the Community Health Association of 
Boston seems to show that the early infant mor- 
tality, the still-births, and the maternal mortali- 


ty ean be reduced by prenatal care. 


2. Insufficient obstetrical care. 

Time does not admit of any exhaustive discus- 
sion of this factor. It may be said, however, that 
the part played by sepsis and toxemia in mater- 
nal deaths as well as the high incidence of Cesar- 
ians and obstetrical operations in general point 
to a need of better obstetrical methods. 


3. Postnatal Care. 

More attention is paid to postnatal than to 
prenatal care. This is largely due, I think, to 
the availability of visiting nurses in most of 
our towns as assistants to the physician in this 
important service. Much is yet to be desired, 
nevertheless. 


4. Lack of attention to the Preschool Child. 

This figures more often in the morbidity than 
in the mortality records. Attention to nutri- 
tion, mental habits, mouth hygiene and health 
habit promotion in general, as well as to the pre- 
vention of communicable disease is the outstand- 
ing problem at this age, and one that has become 
acute because of neglect. 


WHY DO THESE CONDITIONS EXIST? 


1. Chiefly because of ignorance of hygiene on 
the part of families. It is hard to persuade them 
that a person apparently well is in. need of 
medical supervision. 

2. Lack of emphasis on preventive measures 
on the part of physicians. Many doctors still 
think almost entirely in terms of disease. 

3. Because of causes more or less inherent in 
the complicated life of modern times. For ex- 
ample, breast-feeding is far less common than 
it used to be. Lack of home life and undue at- 
traction of the movies are affecting the mental 
health of the child to say nothing of his mother. 


WHAT SHALL BE DONE ABOUT IT? 


There are two ways of attacking the problems 
indicated thus far. 


1. Through community action. 
2. Through private effort. 


COMMUNITY RESPONSE CONSISTS OF 


1. General measures such as registration of 
physicians, nurses. Protection of water and milk 
supplies. Safeguarding against the spread of 
communicable disease. 

2. Education of the public through the dis- 
semination of helpful information on hygiene. 

3. Demonstration conferences (State); pre- 
natal clinies; obstetrical outpatient and hospital 
service; clinies or conferences for children. 


Points one and two may now be taken for 
granted as being attempted by all up-to-date 
communities. Difference of centres 
about number three. 

With this background, we are now able to 
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discuss briefly clinics and conferences for moth- 
ers and young children: what they are, what 
their legitimate place is, and who should con- 
duct them. 

Clinic is a term used in more than one sense 
at the present time. It usually implies the giv- 
ing of treatment, such as one would expect from 
a dispensary when the ambulatory sick come for 
eare. General usage, however, particularly med- 
ical usage of course still sanctions the use of the 
term ‘‘clinic’’ in another sense as in the case of 
special diagnostic measures such as Schick clinic 
or clinic for undernourished children suspected 
of tuberculosis. Conference is often used as a 
substitute for clinic when it is intended to make 
it clear that treatment is not given; that the real 
purpose is to furnish diagnosis and advice as to 
hygiene to well or apparently well mothers or 
children. 

Let us take up first the Clinic, as a place 
where medical treatment is offered to mothers 
or children. Treatment, in my opinion, should 
be considered outside the sphere of governmental 
action except in the case of those too poor to 
pay for such service and hence in need of char- 
itable aid. Care of this kind would naturally 
be a charge on the Overseers of the Poor. An 
exception to this rule would be where questions 
of disease transmission intervene. ' Here certain 
curative procedures may with propriety be ear- 
ried out by the health departments as incidental 
to protection of the public health; in which case 
no economie distinction should be made. I would 
include under the general category 

Sick baby clinies 

Nose and throat clinics 

Eye and ear clinics 

Dental clinics where emphasis is placed on 
reparative work 

Posture clinics where treatment is given for 
actual defects 

In other words, sick mothers or children or 
those in need of correction of physical defects 
should be under the care of their family phy- 
sicians, or, when necessary for financial reasons, 
of dispensaries under private auspices. 

I am quite aware that removing clinics for 
the treatment of the sick from the sphere of 
governmental activity does not solve the whole 
problem as the practicing physician sees it. 
There remain clinies conducted by various pri- 
vate organizations. Take for example the dental 
reparative clinic. We know that in many places 
there are not enough dentists to go around. Many 
of them do not care to treat young children. Some 
people are not able to pay the usual cost of den- 
tistry as given by the ‘practicing dentist though 
they could pay part or all of the cost of the ser- 
vice minus the overhead charges. Such persons 
must get care from some source or other. As a re- 
sult, travelling dental clinics or clinics con- 
ducted by private organizations in a given town 


have sprung up where such organizations under- 
write the cost and get back as much as possible. 
This then becomes a revolving fund. What effect 
this is going to have on private practice no one 
knows. It has at any rate the merit of encourag- 
ing a sense of responsibility on the part of the 
recipients of the service often conspicuously ab- 
sent when the service is given free. 

Let us turn now to what I have called the Con- 
ference. This is essentially educational in char- 
acter and may properly be carried on by public 
or private agencies. We may include under this 
heading 


Prenatal conferences 

Well child conferences 

Nutrition classes 

Behavior classes 

Work of the dental hygienist 

Posture classes not involving treatment 
Everything included under health education 


We may include also Schick, Dick, hilum tu- 
berculosis, and health examination conferences 
or clinics. It may be said in passing that of 
these, the State Department of Public Health 
conducts only well child conferences, Schick and 
hilum tuberculosis clinics. Nutrition classes, 
maternal and infant hygiene conferences and 
school hygiene conferences are carried on also 
by the Department but reach chiefly professional 
groups rather than the public. 

The necessity for this kind of conference 
seems to be 


1. Group instruction is relatively time saving. 

2. There seems to be considerable psychologi- 
eal value to the competitive element which enters 
into,.say, nutrition classes. 

8. The public is not yet accustomed to go to 
the family physician when not acutely ill. 

4, Many physicians are not yet accustomed 
to urging such preventive care and perhaps this 
very point is the root of the difficulties experi- 
enced by the physician in trying to orient him- 
self and his own practice problems to this view- 
point of medicine. 


Right here a distinction should be drawn be- 
tween educational and preventive service given 
by a state or municipality and that offered by a 
private agency. The state or municipality offers 
it on the general theory that it is agreed in this 
country that public funds may properly be ex- 
pended for educational purposes and that under 
these circumstances all should share in the bene- 
fits regardless of financial status. This does not 
hold true for private charitable or semi-charita- 
ble agencies. The obligation rests on them, I 
believe, of charging for their services since oth- 
erwise the well-to-do may profit unduly at the 
expense of those in need of charity. 

We may sum the matter up best, perhaps, by 
outlining the way in which such educatio 
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and preventive service usually starts and the de- 
velopment which it might reasonably and logi- 
cally follow. Let us take the well baby confer- 
ence as an example. The local community in 
question may have received for years educa- 
tional material from the State Health Depart- 
ment on the subject of infant hygiene. The Dis- 
trict Health Officer and the State Nurse have 
been visiting the town and have been in contact 
with the local public health nurses. The visiting 
nurse association finally decides to take the step 
of establishing a well baby conference butt first 
wishes a demonstration of need and methods. 
The state child hygiene physician and nurse, as- 
sisted perhaps by a nutritionist, stage a demon- 
stration conference with the approval of the 
local health department. The physicians of the 
town are invited to be present. No treatment is 
given but children in need of medical care are 
referred to their family physicians, with a report 
of findings. 


The local private agency may now assume the 
responsibility. The state, it should be said, does 
not continue the conference after the demonstra- 
tion has been made. The conference under local 
private auspices continues until public opinion 
is in favor of the assumption of the responsibil- 
ity by the municipality itself. | 

Should the matter end there? I do not think 
so. A further educational process should be tak- 
ing place. The individual family should gradu- 
ally realize its own personal responsibility and 
with such a realization will come a desire to get 
this service in the way that other medical ser- 
vice is obtained, namely, from the family physi- 
cian. The latter will then become what he ought 
to be at all times—the family guide in all mat- 


ters pertaining to health as well as sickness. 


Whether or not this ideal will in reality be 


reached depends to a very great extent upon 
the physician himself. May this day soon come. 


WHAT AND WHY IS THE HEALTH EXAMINATION ?P* 
BY GEORGE H. BIGELOW, M.D., D.P.H. 


Commissioner of Public Health, Massachusetts Department of Public Health 


A wave of dissatisfaction has been sweeping 
over the professional and lay public of late years. 
This has been directed at medicine’s apparent 
exclusive interest in well established pathology. 
Within the profession this revulsion has been 
headed by such notables as Sir James Macken- 
zie, who felt the futility of a practice, 80 per 
eent of which dealt with pathology so well es- 
tablished that the most that could be hoped was 
to alter the patient’s habits to conform to the 
rigid demands of this pathology, and the most 
stimulating element of which was to guess when 
this pathology would kill. The increased em- 
phasis that is being put on the dispensary re- 
flects this change. One even hears the hereti- 
eal statement that the senior men on a hospital 
staff should work in the out-patient where the 
pathological and physiologic subtleties exist, 
since the youngest house officer can preside 
with decency and a reasonable degree of accura- 
ey over life’s epilogue in the wards. In other 
words, there is an interest in and a demand for 
earlier clinical and even pre-clinical recogni- 
tion of disease when something can be done to 
prevent, rather than just to make comfortable. 
This means an enormous, a_ revolutionary, 
change in the point of view of the doctors. 
From being pathologically minded they must 
become physiologically minded. They must 
become interested in subtleties, slight physio- 
logical and psychological deviations which are 
the precursors of recognizable disease. This is 
the secret of the health examination. 

The technique is nothing mysterious. Every 


*Read before the Hatherly Medical Club, May 13, 1925. 


well trained physician has it. It consists of a 
history, a few simple examinations of precision 
on vision, blood and urine, and a _ thorough 
physical examination from head to toe such as 
one learns to do in dispensary and hospita! 
The Massachusetts Medical Society and the 
American Medical Association each have avail- 
able blanks, as have the many physicians and 
institutions over the country offering this ser- 
vice. Each has its strong and its weak points 
and eventually each doctor offering this type of 
service will probably prefer to draw up his own 
blank, based on his peculiar interests and ex- 
periences. Some purists claim that it is char- 
latanry to offer a health examination which 
does not include all known methods of probing 
the efficacy of all physical and mental processes. 
These methods have hideous names such as 
fluoroscopy, electrocardiography, roentgenolo- 
gy, basal metabolism, proctoscopy, cystoscopy, 
blood chemistry, psychometric determinations, 
ete., but after all, they are infinitely crude com- 
pared with the niceties of the processes which 
they would analyze. The trouble with this 
type of doubting Thomas is that he looks on the 
health examination as a diagnostic examination, 
often a group diagnostic examination. 
Whatever else a health examination may be, 
it is certainly not a diagnostic examination. 
Diagnosis implies pathology. Keep your mind 
fixed on a search for pathology and your health 
examination becomes a second rate medical 
clinic. A health examination should go suffi- 
ciently exhaustively into each of the systems 
of the body, cardio-vascular, gastro-intestinal, 
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genito-urinary, ete., to determine whether they 
are apparently functioning properly, and if 
not what further examinations are necessary to 
detect the nature and cause of disfunction. At 
the end of the examination the assets are 
known, the liabilities are only suspected. These 
may be run down by you at a later time (you 
have no time now without neglecting other 
parts of the examination), or by another to 
whom you may refer the applicant. Every six 
months I go to a dental hygienist who cleans 
my teeth and makes marks on a card. ‘The ab- 
sence of marks is my asset. Then the dentist 
comes in, examines the places marked, and if 
indicated he arranges for a later appointment 
when he can get at my pathology. If the 
health examination is to be a diagnostic exam- 


ination it is doubtful if it can ever be given 


adequately by the single physician in his pri- 
vate office. And unless it can be so given in- 
dividually the enormous potential which this 
movement contains may never be fully realized. 
Again, much of the public’s dissatisfaction 
with this type of work is that they expect it to 
be diagnostic and are disgusted when told to re- 
turn later or to see someone else. They must 
be enlightened or the movement will fail. 

Time need not be wasted. in discussing wheth- 
er or not the properly conducted health exam- 
ination is worth while in prevention. The 
Metropolitan Life Insurance Company found 
an astonishing lengthening of life in a group 
examined by the Life Extension Institute. 
Many college medical departments, clinics, and 
individual doctors have given most convincing 
evidence. I once saw a health examination on 
a woman in whom a trivial lump in the breast 
was found which had never been noticed by her 
and which proved on removal to be cancerous. 
Did that examination repay her? This of 
course is a high light, and much time is taken 
up with correctional advice as to posture, prop- 
er shoes, diet, sleep, exercise, work, play, wor- 
ry, ete. Dr. Roger I. Lee was astonished at 
the number of freshmen that had a physical 
worry not based on fact. Many pathologically 
minded doctors feel out of their element in giv- 
ing hygienic advice and to protect themselves 
fall back on such general terms as ‘‘more 
sleep,’’ ‘‘less exercise,’’ ete., which are utterly 
useless in obtaining results. Doetors planning 
to give health examinations must brush up on 
these matters and must be specific in their ad- 
vice. Certainly unless you appear to take the 
thing seriously there is no danger that the pa- 
tients will, and unless your advice is followed, 
what in the name of common ‘sense has the ex- 
amination accomplished, unless it is to gain an- 
other convert to the ranks of those who will 
be hanged before they will have a second health 
examination ? 

Now as to the dilemma in which the busy pri- 
vate physician who desires to offer this service 


‘night. 


finds himself. He has not only been pathologi- 
cally trained in the medical school but he has 
been inundated by pathology ever since. In 
private practice there seems to be no happy 
mean of reasonable leisure between complete 
starvation and such a state of harass that he 
hardly is decent to his family, much less is per- 
mitted the luxury of physiological thoughts. 
He cannot discuss at length with Mrs. Brown 
her diet and the mechanics of her feet while 
Mrs. Smith wants him so that she’ may die de- 
cently of her chronic heart. Again one hears 
the doctor say that he is busy all the time, but 
all ‘‘small stuff.’’ How ean the doctor get 
time from the flood of ‘‘big and small stuff’’ 
in order to prevent those factors in the well 
members of his practice that will make them 
parts of the inundation of future years? This 
is, of course, an individual problem. The well 
person cannot be squeezed in during the busy 
office hours. Perhaps an hour or two a week 
ean be set aside for the well. Perhaps in the 
‘‘slack’’ season of the year more time can be 
given to them. In the name of humanity the 
seriously ill must be visited, but in the name of 
humanity also all such disease possible must 
be prevented. If each doctor fights to get on 
top of his practice instead of allowing it to re- 
main on top of him much will eventually be 
accomplished. This type of preclinical prac- 
tice is economical. It comes to his office, and 
it is the constant round of house visits that are 
exhausting, time consuming and relatively less 
adequately paid. Also, the ambulatory office 
practice does not get the doctor out of bed at 
It can be left without qualm during 
the vacation season. 


What of the groups and institutions offering 
this service? One hears many criticisms. But 
criticism is inevitable during the formative 
period of any new enterprise while the wheat is 
being winnowed from the chaff. All such sin- 
cere endeavors are of value insofar as they ed- 
ucate the publie to want this preventive service. 
They are of value in trying, discarding and try- 
ing again the various elements that go to make 
up the health examination. They are of value 
insofar’as they demonstrate the ability to give 
a reasonably satisfactory service at cost, or 
with a moderate profit, and still have the 
charge within reach of the general public. All 
such efforts are preparing the field for a large 
harvest by the private physician that is sound 
socially, clinically and economically. They 
are but mile stones leading to the private physi- 
cian provided he ean be interested. If not, 
they lead to a blind alley, and people are ex 
asperated by blind alleys. 


The Department of Public Health, then, 
wholeheartedly supports any effort that will 
improve the technique and extend the field of 
the health examinations. We believe that to 
realize their greatest usefulness these examina- 
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tions should be generally available in the pri- 
vate doctor’s office. If this is not possible we 
believe that the publie will get this service else- 


where, as the appeal of so sound a procedure is 


spreading. To the glory of the profession let 
us hope that the public will find preventive 
medicine in the future where it has always 
found curative medicine in the past! 


THE THERAPEUTIC VALUE OF LUMBAR PUNCTURE IN THE TREAT- 


MENT OF CRANIAL AND 


INTRACRANIAL INJURY* 


BY DONALD MUNRO, M.D., F.A.C.S. 


LUMBAR puncture as the exclusive method of 
treatment of cranial and intracranial injuries, 
except in cases of arterial haemorrhage and com- 
pound or depressed fractures of the skull, was 
advocated by Jackson in 1922. In a series of 
forty-six reported cases he achieved a death rate 
of less than 25%. 

Articles published before and after his paper 
advocating treatment by operation, by rest in 
bed, and by combined operation and lumbar 
puncture depending on the degree of intracra- 
nial hypertension present, show an average mor- 
tality rate which is’ extremely high. Nine au- 
thors from such large centres as Chicago, Phila- 
delphia, St. Louis and New York have published 
figures ranging from 59.9% to 26%. These fig- 
ures include statistics drawn from ease series 
limited to children, to fracture of the cranium 
only, and to all methods of treatment except by 
lumbar puncture alone. The papers cover the 
years from 1916 to 1925 inclusive and comprise 
two thousand, nine hundred and eight cases with 
an average mortality of 37.8%. 


CHART NO. 1. 


MORTALITY 
|AUTHOR DATE NO. of CASES PEKCENTAGE}| 

BESLEY 1916 1000 53% 
SHARPE 1916 239 30.7% 

” 

WILENSKY 1919 72 31% 

|| MOORHEAD 

& and 1921 100 26% 

WELLER 
STEWART 1921 617 62.1% 

BOWER 1923 62 26.1% 

3 
BROWN 

E and 1923 100 26% 

_| STRECHER 

HEUER 1924 223 35.8% 
CONNORS 1926 497 59.9% 
TOTALS 2908 57.8% 


Aside from this inexcusably high death rate, 
a study of these articles impresses one with the 
great variety of classifications offered as a basis 
for treatment and by the fact that the later 
authors are practically unanimous in stressing 
the importance of an increase in intracranial 
pressure, both from a diagnostic and a therapeu- 
tie point of view. As a corollary to this the 
older classifications based on site and extent of 


*Read before the Medical Association of Central and Western 
New York, October 8, 1925. 


injury to the bony structures have become obso- 
lete. 

Exclusive of the well recognized and generally 
accepted principles that no treatment of the local 
condition should be carried out in a patient with 
a head injury while still in shock; and that 
extradural intracranial arterial haemorrhage 
and compound and depressed fractures are in 
themselves operative indications; methods of 
treatment, other than that they tend towards 
the non-operative rather than the operative 
type, are still in a state of flux. 

Lumbar puncture used under the above con- 
ditions as an exclusive therapeutic agent has 
not as yet been accepted. The reason for this 
appears to be a rather wide spread belief that in 
eases of acute intracranial hypertension the 
withdrawal of cerebro-spinal fluid in an at- 
tempted lumbar decompression will result in her- 
niation of the medulla into the foramen mag- 
num. 

In an attempt to demonstrate the value and 
safety of such lumbar decompression Dr. J. C. 
Hubbard turned over to the writer for treat- 
ment all cases of head injury admitted on his 
service at the Boston City Hospital during the 
year 1922-23. Similar cases admitted to the 
other surgical services of the hospital were 
treated as in the past—by operation or rest in 
bed (rarely by lumbar puncture)—by the other 
members of the surgical staff. In this way it was 
believed that comparative mortality statistics 
between two great methods of treatment could 
be obtained, in addition to certain other data 
in regard to lumbar puncture itself. 

The only cases excluded from this series were 
those admitted with the complicating diagnosis 
of acute alcoholism in whom there was no pos- 
tive X-ray evidence of skull fracture. On the 
other hand only those cases were included on 
whom a positive diagnosis of ‘‘Concussion,’’ 
‘*Contusion or Laceration,’’ ‘‘Rupture of Mid- 
dle Meningeal Artery’’ or ‘‘Fracture of Skull’’ 
accompanied by unmistakable historical and ob- 
jective evidence, had been made. The cases were 
admitted on four surgical services without any 
attempt at selection. | 

Three hundred and sixteen such cases were ad- 
mitted to the Boston City Hospital during 
twelve months. Sixty-two of these cases died, 
giving a mortality for the hospital as a whole of 
19.6%. Exclusive of those referred to the writer 
for special treatment, there were two hundred 
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and seventeen cases with forty-eight deaths—a 
mortality percentage of twenty-two. This group 
was received on three services with service mor- 
talities of 23%, 26% and 18%. Seven of the 
two hundred and seventeen were operated upon, 


CHART NO. 2. 


NUMBER 
of DEATHS MORTALITY 
-CASES «PERCENTAGE 
17 23% 
a 66 17 26% 
& 
« 77 14 18% 
a 
2 217 48 22% 
99 14 14% 
316 62 19.6% 


one hundred and seventy-four were treated by 
rest in bed only and thirty-six had lumbar punc- 
tures done upon them. 


CHART NO, 3. 


SPECIAL SERVICE ALL OTBERS 

TYPE of TREATMENT 
Living Dead Living Dead % 
as emergency 3 2 66% 3 4 |67% 
a OPERATED © 

as one of choloe 3 1 33% 

: BED ONLY 28 2 6.6% 142 32 | 18% 

LUMBAR PUNCTURE 53 7 111.6% 24 12 | 33% 


The cases receiving special study numbered 
ninety-nine. Fourteen of these died giving a 
mortality of 14%. Nine were operated upon. 
Of these nine, five were in the nature of emer- 
gency operations performed without previous 
treatment except that directed towards relief 
of surgical shock. Two of these cases died. The 
other four operations were performed as opera- 
tions of choice following the reduction of the 
intracranial pressure to normal by one or more 
lumbar punctures. There was one death among 
these four. Two were gun-shot wounds—both 
fatal. 

Thirty were treated for one reason or another 
by rest in bed only—of these two died. One of 
these fatal cases was a woman of seventy suffer- 
ing from multiple injuries including a frac- 
tured skull who died two or three hours after the 
receipt of the injury. The other case had no 
fracture of the skull but at autopsy was found 
to have within her cranium 150 e¢.c. of clotted 
blood. This blood was from a ruptured pial vein 
and was lying in the left anterior and middle 
fossae. It did sufficient damage to cause death 
in twelve hours. Sixty cases were treated by 
lumbar puncture alone with seven deaths—a 
mortality of 12%. The lumbar punctures were 
all done by the writer or under his personal su- 
pervision, the object in each case being to relieve 
the intracranial hypertension by the gradual 
withdrawal of sufficient cerebro-spinal fluid to 


reduce the intracranial pressure to normal. No 
puncture was done intentionally until the pa- 
tient had been treated for and had, at least par- 
tially, recovered from any surgical shock he 
might be in. A mercury manometer was used in 
every case and sufficient cerebro-spinal fluid 
withdrawn to reduce the pressure to 10 mm. if 
the original reading was 20 mm. or lower. If 
the original reading was above 20 mm. fluid 
was removed until the new reading was one-half 
of the original. The lumbar punctures were re- 
peated at intervals (usually every 24 hrs.) until 


the pressure was found to be normal previous ~ 


to withdrawing any cerebro-spinal fluid. In 
struggling patients the lowest figure read upon 
the scale while the patient was most quiet was 
considered to represent the degree of intracranial 
pressure present. Local anaesthesia only was 


used. 
CHART NO. 4. 
PUNCTURE DATA 
ins 6 SS 
TOTAL NO. OF 
PUNCTURES 87 9 
Bloody 
C. S. F. 57 8 
Clear 
Ce Ss. F. 26 1 
Contaminated 
Bloody C.S.F. 3 
Not successful 1 
a 2 Greatest 35 CeCe 30 CeCe 
o 5 
= 
Average 9.5 6.06 15.5 cece 
Highest 60 mm 100 m 
§ | Lowest 4 om 10 mm 
a Average 16 mm 39 mm 


Kighty-seven punctures were done on fifty- 
three non-fatal cases. Bloody cerebro-spinal 
fluid was obtained fifty-seven times, clear cere- 
bro-spinal fluid twenty-six times, contaminated 
bloody cerebro-spinal fluid three times, and one 
puncture was not successful. The greatest 
amount of cerebro-spinaj fluid withdrawn at any 
one puncture in these cases was 35 ¢cc., the 
smallest 1 ¢.c. and the average 9.5 cc. The 
highest pressure read in terms of mm. of mer- 
eury was sixty, the lowest four, and the average 
sixteen. 

Nine punctures were done on the seven fatal 
eases. Bloody cerebro-spinal fluid was obtained 
eight times, and clear once. The greatest amount 
of cerebro-spinal fluid withdrawn at any one 
puncture in the fatal cases was 30 ¢.c., the small- 
est 8 c.c. and the average 15.5 cc. The highest 


pressure reading obtained was 100 mm. mer- 
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cury, the lowest 10 and the average 39. All of 
the fatal cases were viewed by the medical ex- 
aminer and six were autopsied by him. The 
cause of death in every case was found by him 
to be due to the great extent of the injury. 
Those autopsied showed no evidence of hernia- 
tion of the medulla. 

In order. that some idea of the prognostic 
value of the lumbar puncture method of treat- 
ment might be obtained it became evident that 
some diagnostic classification was required. For 
this purpose the cases were divided into five 
groups as follows: 


1. Fracture plus Contusion or Laceration or 
both. 

2. Contusion and (or) uaceration only. 

3. Concussion only. 

4. Presumable Concussion. 

5. Miscellaneous. 


In group 1:—‘‘Fracture plus Contusion or 
Laceration’’ or both, the fracture was considered 
present only when demonstrable by X-ray or by 
the exploring finger, and the contusion and lac- 
eration only when at lumbar puncture blood was 
found mixed with cerebro-spinal fluid. Group 2 
included those cases of group 1 in whom no 
fracture could be demonstrated. Group 3 in- 
cluded those cases admitted with a history of an 
injury to the head and in whom lumbar punc- 
ture demonstrated an increased intracranial 
pressure but no macroscopic blood in the cerebro- 
spinal fluid. Group 4 included those cases in 
whom the history and symptomatology were 
typical but upon whom, for one reason or an- 
other, no lumbar puncture was done. Group 5 
included such cases as gun-shot wounds. Extra- 
dural intracranial arterial haemorrhage was 
diagnosed only twice in this series and as there 
was a fracture of the skull present in both cases 
they were classed with group 1. 


CHART NO. 5. 


TOTAL NUMBER MORTALITY 
DIAGNOSIS OF CASES DEATHS PERCENTAGE 
PRACTURE PLUS CONTUSION 
(All types of treatment) 37 ll 30K 
CONTUSION ONLY 
(Treatment by 
Lumbar Puncture only) 20 
CONCUSSION ONLY 
(Treatment by 
Lurbar Puneture only) 15 ° 
|PRESUMABLE CONCUSSION 
(Treatment by 
Rest in Bed o-ly) 24 1 
MISCELLANEOUS 
(Gun Shot Wounds, eto.) 3 2 66.6% 


Grouped in this way, and eliminating the 
three miscellaneous cases, it was found that con- 


tusion or laceration of the brain complicated 
by the presence of a fracture of any part of the. 


skull had the highest mortality (30%), and 
therefore gave the poorest prognosis. This oc- 
curred regardless of the method of treatment 
used, and is partially accounted for by the fact 


that every case dying within forty-eight hours 
after receipt of its injury fell within this group. 
It was interesting to note also that the proved 
contusion and concussion cases (with no deaths) 
came within one of equalling numerically the 
contusion plus fracture cases, and if we add 
to this list the presumable concussion cases we 
find that head injury without bony damage is 
almost one and one-half times as common as that 
in which the skull is fractured. 


CONCLUSIONS 


The immediate mortality following all types 
of head injury as seen on the surgical services 


|at the Bostén City Hospital during twelve con- 


secutive months is lower following treatment by 
lumbar puncture than by any other method. 
The greatest difference in comparative group 
percentages is 12%, the smallest difference 4%. 

Ninety-six lumbar punctures were safely done 
on sixty cases. Autopsies on all but one of the 
fatal cases proved that the lumbar puncture had 
no relation to the cause of death. In the one 
non-autopsied case this was also clinically true. 

Comparative data obtained at lumbar punc- 
ture in the fatal and non-fatal cases treated only 
by this method show that the average intracra- 
nial pressure is nearly two and one-half times 
higher in the fatal cases. 

Regardless of the method of treatment used the 
poorest prognosis follows contusion of the brain 
complicated by fracture of any part of the skull. 


REFERENCES 


1 Jackson, H.: The management of acute cranial injuries by 
the early, exact determination of intracranial pressure, 
and its relief by lumbar drainage. Surg., Gyn. and Obst., 
1922, XXXIV, 494-508. 

2 Besley, F. A.: A contribution to the subject of skull frac- 
tures. Jour. A. M. A., 1916, LXVI, 345-350. 

3 Sharpe, Wm.: Observations in the diagnosis and treatment 
of brain injuries in adults, Jour. A. M. A., 1916, LXVI, 
1536-1540. 

4 Wilensky, A. O.: Fracture of skull and its neurological 
manifestations. 1919, Ann. Surg., LXX, 404-429. 

5 Moorhead, J., and 
children. 1921, Ann. Surg., LXXIII, 72-78. 

6 _—s J. W.: Fractures of the skull, 1921, Jour, A. M. 

LXXVII, 2030-2035. 

7 Be 4 J. O.: Management of injuries to the cranium and 
its contents. 1923, Ann. Surg., LX XVIII, 433-460. 

8 Brown, H. P., and Strecher, E. A.: The treatment of frac- 
ture of the skull. 1924, Ann. Surg rg., LXXIX, 198-206, 

9 Heuer, G. J.: Fracture of the skull. 1924, Jour. A. M. A,, 
LXXXII, 1467. 

10 Connors, J. F.: Management of intracranial injuries with 
or without fracture. 1925, Ann. Surg., LXXXI, 901-906. 


YALE MEDICAL SCHOOL WILL HOLD 
CLINICS FOR LOCAL PRACTITIONERS 


Tue Yale University School of Medicine has 
arranged to hold clinics at the Middlesex Hos- 
pital, Middletown, Connecticut, to which physi- 
cians will be invited. The purpose is to dem- 
onstrate the latest scientific developments in 
medicine so that physicians will be given a 
post-graduate course. 

The clinics will cover wsittiiehen surgery ; 
medicine and obstetrics and gynecology. One 
meeting each month will be held in Middle- 
town. 
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NEW ENGLAND SURGICAL SOCIETY 
ACUTE INTESTINAL OBSTRUCTION IN PRIVATE PRACTICE* 


Durine the past fifteen years the subject of 
acute intestinal obstruction has received a great 
deal of attention in medical literature. The path- 
ological physiology and chemistry of the disease 
have been studied by many research workers, not- 
ably by Whipple’ and his associates, by Hartwell 
and Hoguet?, by Brooks* and by many others. 
Statistical data from groups of cases with con- 
clusions have been reported from several large 
clinics, the more important papers in recent 
vears being by Richardson‘, Finney® and Hor- 
ine’. Despite the experimental and clinical 
study that acute intestinal obstruction has re- 
ceived, the fact must be admitted that while 
there has been some reduction in the mortality 
rate due to the advancement of surgical knowl- 
edge, yet it is still far too high. I am introdue- 
ing this subject in order to bring up for discus- 
sion certain problems of the disease as they occur 
in private practice and to suggest the need of 
more active propaganda for prevention. 

The clinical material used as a basis for this 
paper comprises a series of sixty-one cases of 
acute intestinal obstruction encountered in my 
practice which were due to some mechanical 
eause and which necessitated immediate opera- 
tion. * Patients operated upon for incomplete or 
ehronie obstruction and those recovering under 
medical treatment are not included in this series. 
A small group of patients who appeared too ill 
to justify operation have also been omitted. 

Of this series of sixty-one patients, thirty-five 
were males and twenty-six females, varying in 
age from two and one half months to ninety- 
six years. Forty-three of these survived opera- 
tion and eighteen died giving a total operative 
mortality of 30%. This mortality rate does not 
differ materially from Richardson’s series of 
eases from the Massachusettes General Hospital, 
from the series reported by Finney from the 
John Hopkins and Union Memorial Hospitals 
and Horine’s report from the Maryland Univer- 
sity Hospital cases. It appears from assembling 
these statisties therefore that in any considerable 
group of such cases a high mortality rate is in- 
evitable, whether they are treated by a group 
of surgeons in a general hospital or by a single 
operator in a private institution. It would also 
seem that technical skill and surgical judgment 
are of comparatively less importance in the treat- 
ment of acute intestinal obstruction, once the 
condition is recognized, than in many other sur- 
gical diseases. 3 

It has seemed important to group my cases 
according to the type of pathology found at op- 


*Read at the annual meeting of the New England Surgical 
Society, Springfield, Mass., October 2, 1925. 


eration in order to deseribe the various causes of 
obstruction which were encountered and the 
various operative procedures which were carried 
out. 

There were twenty-four herniae cases of which 
nineteen were inguinal and five femoral. In 
twenty-three, the operation consisted in relief 
of the strangulation and repair of the hernia, 
and, in one, resection of the strangulated loop. 
There were two deaths. 

There were sixteen patients in whom bands of 
adhesions were the cause of acute obstruction. 
In seven of these, the obstruction was caused by 
late post operative adhesions, in four the ob- 
struction occurred during convalescence from 
recent operations for acute appendicitis, and in 
five the cause was undetermined. In nine of 
these cases the adhesions were separated, and 
all recovered. In the remaining seven an enter- 
ostomy without exploration was performed, in 
this group of seven patients there were four 
deaths. 

There were seven cases with acute intestinal 
obstruction from cancer of the colon. Colostomy 


‘was performed in three cases and enterostomy in 


four, no excision of the neoplasm ever being 
attempted at the primary operation. In this 
group there were five deaths. 

There were six cases of intussusception in the 
series. A simple reduction of the invaginated 
intestine was done in all. Two were operated 
during the first twelve hours of the disease and 
both recovered. One of these was a double in- 
tussuseeption of the ileum in a boy of ten. The 
other four were babies under one year of age 
who were extremely toxic when seen. All suc- 
ecumbed to the disease. 

There were four cases with volvulus, the site 
involved being the jejunum in two instances, and 
the sigmoid in two instances. The twist in the 
loop of intestine was relieved in all cases, fol- 
lowed by colostomy in the two cases with sig- 
moidal obstruction, and by enterostomy in one 
of the cases with involvement of the jejunum. In 
this group there were two deaths. 

An acute inflammation of a Meckels diverticu- 
lum was the cause of acute obstruction in two 
eases both of which recovered. The diverticulum 
was removed in both instances and the adhesions 
were separated. In one case an enterostomy was 
considered necessary at the primary operation. 

There was one fatal case of ileo-cecal tuber- 
culosis in which an enterostomy was made and 
one case of obstruction due to an impacted gall 
stone in the terminal ileum which recovered fol- 
lowing removal of the stone. 

On the whole I have described the cases in 
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detail in order to show that the series was much 
like other series and that the surgical problems 
encountered did not differ essentially from those 
described by other writers. 

Of the entire sixty-one cases, twenty were seen 
so late in the course of the disease and were so 
ill that measures to relieve the underlying cause 
of the obstruction seemed inadvisable and ex- 
ternal drainage of the obstructed loop of intes- 
tine was attempted. Although thirteen of these 
patients drained intestinal contents profusely 
following the operation but seven of them lived 
and thirteen died. Of the forty-one patients 
whose clinical condition justified an attempt at 
radical eure of the obstruction, five died. Four 
of these fatalities were in cases of infants under 
one year of age with intussusception that had 
caused intestinal obstruction for more than 
twenty-four hours. 

A fair estimate of the value of enterostomy 
in acute intestinal obstruction can hardly be 
based upon this series of twenty cases, as they 
were all extremely toxic when operated upon. 
However it seems reasonable to conclude that a 
functioning enterostomy following operation for 
acute intestinal obstruction in a toxic patient 
does not insure recovery. And further that our 
experience tends to confirm the statement made 
by Copher and Brooks® that ‘‘Where a patient 
has gotten a certain dose in the circulation there 
is no known method by which the damage done 
ean be alleviated.”’ 

The anesthesia records of these cases show 
that ether was administered to a majority of 
them, although during the past five years novo- 
cain has been used with increasing frequency 
in the patients which have been operated upon 
in the late stages of acute obstruction. My im- 
pression is that novocain is the anesthetic of 
choice for such eases. 

In some of the more recent cases of long 
standing obstruction with symptoms of marked 
toxemia, a systematic campaign of pre-opera- 
tive preparation was carried out. Operation 
was delayed for periods varying from one to 
four hours in twelve such patients with an av- 
erage duration of symptoms of eighty-two hours. 
During this time salt solution was administered 
by rectum and hypodermoclysis, gastric lavage 
was carried out and the usual treatment of 
shock instituted. Of these cases five recovered 
and seven died. My impression from observing 
these cases is that the treatment which was fol- 
lowed possibly lessened the hazard of operation 
slightly, but had no permanent effect upon the 
toxemia. 

Although the underlying cause of the acute 
obstruction, the type of operation performed, 
the anesthetic used and the method of pre-opera- 
tive preparation may have played a part in de- 
termining the eventual outcome, a vastly more 
important factor was the element of elapsed 
time between the onset of acute symptoms and 


surgical intervention. Early diagnosis followed 
by immediate operation resulted in a low mor- 
tality, while patients with acute symptoms for 
a long period of time did badly. 

For example, of eighteen patients operated 
upon during the first twenty-four hours follow- 
ing the onset of acute symptoms, none died. Of 
sixteen patients operated upon during the sec- 
ond twenty-four hours following the onset of 
acute symptoms four died, resulting in an ope- 
rative mortality rate of 25%. Of nine patients 
operated upon during the third twenty-four 
hour period after the onset of acute symptoms, 
three died, resulting in an operative mortality 
rate of 33%. Of seventeen patients operated 
upon after the third day of acute symptoms, 
eleven died, resulting in an operative mortality 
of 65%. 7 

I believe that until some specific method for 
overcoming the toxemia in late cases of acute 
intestinal obstruction is devised, any general 
improvement in the mortality rate of this dis- 
ease must be dependent upon its early recogni- 
tion and its early surgical treatment. 

A review of the symptoms observed in these 
eases shows that six patients, who were operated 
upon, were seen in the initial stages of acute 
intestinal obstruction. The presenting symptom 
in these six cases was nausea and vomiting not 
relieved by gastric lavage. Abdominal discom- 
fort gradually developing into moderate pain 
was noticed next. Attempts to relieve the pain 
by the use of enemas were unsuccessful and 
while gas and feces were returned with the 
first enemas, there were no results from enemas 
given later. The impression gained from the 
study of these patients was that close observa- 
tion and the frequent use of the stomach and 
rectal tubes were the main requisites in arriv- 
ing at a diagnosis early in the course of the 
disease. 

Of the group of sixty-one patients, thirty- 
eight were suffering pain of varying degrees de- 
pending upon the amount of hypnotic that had 
been administered, the type of obstruction and 
degree of toxemia. The pain was acute in char- 
acter in eighteen patients. Vomiting of stom- 
ach or duodenal contents was observed in twen- 
ty-eight cases and in fifteen other patients it 
was of foul or fecal character. Distention was 
seen in twenty-two patients, a little over one- 
third of the total number. In only five patients 
was visible peristalsis noted. Varying degrees 
of constipation or obstipation were noted in 
thirty-seven cases. In mariy eases this condi- 
tion was not observed by the patient for several 
hours or even one or two days following onset 
of the disease. Cyanosis, which was observed 
in many of the late cases, was recorded in 
twenty-three patients of the series. 

Analysis of the symptoms here recorded 
shows that practically all the cases having dis- 
tention, fecal vomiting and cyanosis were 
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seen after forty-eight hours of acute symptoms. 

The patients observed in the early stages of 
acute intestinal obstruction complained of ab- 
dominal pain in the majority of cases. They were 
vomiting stomach or duodenal contents and in 
the cases where enemas had been given the re- 
sults were in doubt or they were stated to be 
unproductive. 

The carelessness of many people in regard to 
certain matters of health is well shown in the 
number of patients in this series in whom mani- 
fest and often untreated gastro-intestinal symp- 
toms preceded for long periods of time the at- 
tack of acute intestinal obstruction which neces- 
sitated operation. Of the twenty-four patients 
operated upon for strangulated hernia, symp- 
toms varying from a mild discomfort and vis- 
ible tumor to former strangulations prior to 
operation were noted in eighteen. The one case 
of gall stone impacted in the ileum had com- 
plained of gastro-intestinal symptoms for many 
months. The patient with ileo-caecal tubercu- 
losis had suffered with recurring attacks of par- 
tial obstruction for three years prior to his last 
illness. Seven of the sixteen patients in whom 
acute intestinal obstruction developed from 
bands or late post operative adhesions, gave a 
history of definite gastro-intestinal disorders 
for periods varying from several months to ten 
vears, before the final attack. Five of the nine 
eases of cancer of the colon had symptoms sug- 
gesting disease of the large intestine for many 
months prior to operation. 

In other words, out of the group of sixty- 
one eases of acute intestinal obstruction, at 
least half had definite symptoms of gastro-in- 
testinal disorders preceding the final attack of 
acute intestinal obstruction which might well 
have been investigated. Had such an investi- 
gation been made, comparatively simple opera- 
tions with a relatively low mortality would have 
been indicated in a certain number of these pa- 
tients while they were in good condition, thus 
perhaps avoiding the necessity of an emergency 
operation with a high death rate upon patients 
eritically ill. 

The early recognition of acute intestinal ob- 
struction must depend in large measure upon 
the diagnostie skill of the family doctor or upon 
the intuition of the patient. Does the family 
doctor usually recognize it and is he alert in 
advising appropriate treatment? In order to 
obtain information on these points, a question- 
naire regarding the diagnosis, treatment in the 
early stages and indications for surgery in cases 
of acute intestinal obstruction was submitted to 
a number of physicians engaged in general prac- 
tice. 

An analysis of the replies received shows that 
one hundred and fifty-six patients suffering with 
acute intestinal obstruction had been observed by 
twenty-five doctors, an average of six patients 
each. The average length of practice of these 


physicians was twenty-one years and the oc- 
currence of acute intestinal obstruction in their 
practice was about one case in each three and 
one-half years. It thus appears that acute in- 
testinal obstruction is a rather rare condition 
for the ordinary practitioner to contend with. 

There was a general agreement in the replies 


to the questionnaire that in the majority of cases 


of acute intestinal obstruction the family doctor 
was called to see the patient late in the course of 
the illness and that such cases were referred to 
a surgeon without delay. The replies invariably 
stated that of the cases seen late, recovery was 
a rare occurrence. 

Regarding the cases seen early, a tabulation 
of the treatment employed shows that morphine 
in small doses was given by twelve doctors if 
the pain were severe, gastric lavage for vomit- 
ing by eight, enemas were given by eighteen and 
eathartics ordered by six. Fecal vomiting was 
recognized as an important diagnostic and thera- 
peutic sign for surgical intervention by two doe- 
tors, while two considered distention a common 
symptom. Vomiting and constipation not re- 
lieved by enemas and persisting for an average 
of sixteen hours were considered sufficient evi- 
dence to justify a surgical consultation. On the 
whole the evidence obtained from this investiga- 
tion leads one to think that ignorance on the 
part of the laity regarding the early symptoms 
of acute intestinal obstruction is an important 
factor in the delay in diagnosis of the majority 
of cases suffering with this disease and that the 
general practitioner’s responsibility for the high 
surgical mortality is perhaps less than has been 
suggested in many recent articles on acute in- 
testinal obstruction. 

In summary, the study of this group of cases 
of acute intestinal obstruction here presented, 
illustrates that the most important factor gov- 
erning the mortality rate was the duration of 
acute symptoms. 

In the markedly toxic patients seen forty- 
eight hours or more after the onset of the ill- 
ness, careful pre-operative treatment and con- 
servative surgery undertaken to allow for drain- 
age of the obstructed intestine appeared to of- 
fer the best means of treatment although any 
marked reduction in mortality rate in this type 
of case is hardly to be expected with our pres- 
ent therapeutic means of combatting the tox- 
emia. 

In half of the patients in this series, recog- 
nition of the underlying pathology and its se- 
quelae, and appropriate surgical intervention 
during the early stages of the disease would 
have prevented many of the fatalities. 

The responsibility for the late recognition and 
the present high mortality of acute intestinal 
obstruction seems more dependent upon the fail- 
ure of the patient to recognize the need of med- 
ical advice, than upon the delay on the part of 
the family doctor in advising proper treatment. 
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Since publicity campaigns in the past have 
been a factor in lowering the mortality rate in 
diabetes, tuberculosis, appendicitis and other dis- 
eases, the conjecture seems reasonable that more 
publicity regarding the seriousness of acute in- 
testinal obstruction, its means of prevention and 
its early symptoms might help to reduce the in- 
eidence and mortality of this disease. 
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DISCUSSION 


Dr. Cart M. Rostnson, Portland, Maine: I 
enjoyed Dr. Moore’s paper very much. I would 
like to report a tragedy which might have been 
prevented. A woman, 47 years old, eleven years 
ago had an attack of pain on the left side; diag- 
nosed as pleurisy, which cleared up. A year 
later she had fiu with pain on the same side, 
and évidence of consolidation or fluid. Chest 
was aspirated by the attending physician and 
no fiuid obtained. At this time they noticed that 
the heart had been pushed over to the right side, 
though previously it had been in its normal 
position. She was sent to Boston for X-ray 
examination, and a diagnosis of dextrocardia 
was made, cause undetermined. I saw her in 
a town near Portland with a diagnosis of intes- 
tinal obstruction. She was moribund and had 
fecal vomiting. The dextrocardia was due to 
large diaphragmatic hernia on left. There were 
no adhesions around the ring which admitted 
the whole hand. The occlusion was apparently 
high up in the chest and in the colon. Colos- 
tomy. Death 12 hours later. 

Another tragedy which did not end fatally 
is the case of a woman operated upon eighteen 
months previously in another hospital for an 
appendectomy. The wound was closed and a 
higher incision made and the gall bladder re- 
moved. For a month prior to admission to the 
hospital, she had abdominal pain, more or less 
persistent vomiting and obstipation, had lost 
thirty pounds in weight, and the vomitus had be- 
eome fecal in the last twenty-four hours. Visible 
peristalsis was present and a diagnosis of obstruc- 
tion was made, and operation done under Dr. 
Bradford’s service. The obstruction was in the 
small bowel. A tumor the size of the fist which 
completely occluded it, four inches in length, of 
doughy consistency, no glands in the mesentery ; 
it was questionable what the procedure should 
be. Clamps were placed, and it was finally 
decided to explore the tumor. An incision made 
over the tumor, and a one yard gauze sponge 
removed. The patient recovered. The gauze 
had apparently ulcerated through from the re- 


given of the gall bladder into the duodenum and 
got way down into the small bowel before it 
completely occluded. 


Dr. W. J. Mrxter, Boston: I think that Dr. 
Moore’s remarks concerning the delay before 
these cases come to operation are very pertinent. 
It seems to me if we tried to look up that mat- 
ter in the general hospitals and asked our house- 
officers to find out from the histories of the pa- 
tients the length of time from the onset of pain 
until they consulted the physician, we could en- 
large his statistics to a certain extent. If he is 
correct, a more concerted effort to get this mat- 
ter before the profession would be of value. 


Dr. DantEt E. Jongs, Boston: Dr. Moore has 
pointed out the first important point in the 
consideration of these cases of intestinal obstrue- 
tion, that is the duration of time between the 
onset of symptoms and the operation. This is 
of course much more important in small intes- 
tine than large intestine obstruction. While the 
length of time between the onset of symptoms 
and the operation as brought out by Dr. Moore’s 
questionnaire seems very short it may be correct, 
and the high mortality may be due to a large 
percentage of cases of small intestine obstruction 
which must usually be operated upon within a 
few hours. The cases of small intestine obstrue- 
tion are the ones which usually send for the. 
doctor early as the early pain is very severe and 
cramp-like in character, but soon becomes less 
severe and more constant. Patients with large 
intestine obstruction continue to have colicky 
pain for a long period. Small intestine pain is 
usually above the umbilicus, while large intestine 
pain is usually below the umbilicus. The loca- 
tion of the pain is frequently of great impor- 
tance in aiding us to determine where to open 
the abdomen, and the type of operation that will 
probably be necessary. 

While the use of the stomach tube may be of 
value, it seems to me that it might do more 
harm than good if its use was persisted in, in 
that it might mask the real condition of the pa- 
tient and delay operation. <A good rule is to 
operate if no gas result is obtained by three ene- 
mata. 

A procedure which I have found of value in 
diagnosis is the use of the stethoscope on the 
abdomen. If one uses it often he soon becomes 
accustomed to normal peristaltic sounds and can 
then easily distinguish the sounds of an obstrue- 
tion. This is of particular value in deciding be- 
tween obstruction and obstipation from perito- 
nitis or paralytic ileus. 


Dr. Dantet C. Parrerson, Bridgeport: I 
think it is very important to wash out the stom- 
ach just before operation. 


Dr. G. A. Moore, Brockton (closing): I have 
little further to say except a word regarding the 


i 

| 


1194 TORSION OF THE DUOQDENUM-—CARLETON 


Boston M. & 8S. Journa 
December 24, 1938 


question brought up by Dr. Jones of abdominal 
pain in these eases. I understand he was re- 
ferring to intraabdominal obstruction. 

I have always had the impression that we 
could group acute intestinal obstructions in two 
classes according to causes and symptoms. The 


first group characterized by a sudden onset, 
often with definite strangulation from the begin- 
ning and real pain. The second group of ob- 
structions of the small intestine have an insid- 
ious, deceptive onset, are not strangulations, at 
least in the early stages, and have little pain. 


— 


TORSION OF THE DUODENUM FROM POST OPERATIVE AND 
INFLAMMATORY ADHESIONS* 


BY DUDLEY CARLETON, M.D., F.A.C.S. 


THE title of this paper may seem rather fan- 
ciful but the term torsion describes the abnor- 
mality of the duodenum present in the four cases 
to be reported. The common symptom besides 
those common to all gall bladder disease has been 
what I eall, for a better term, evacuation 
periodie vomiting. A type so nearly related in 
character to that of pylorie stenosis that in the 
third case to be reported I persisted in the pre- 
operative diagnosis of stenosis due to duodenal 
ulcer after negative X-ray report. 


CASE NO. I 


Mrs. S. T. White. Springfield, Mass. Age 
49 years. Admitted to hospital October 30, 1921. 

C. C. Pain in epigastric and gall bladder re- 
gion. Daily vomiting. 

F. H. Negative. 

P. H. Best weight 200 lbs. General health 
fair. In hospital 1914, operated on for cholecys- 
titis with removal of stones. In 1919, cholecys- 
tectomy, Bridgeport, Conn. 

P.I. For the past two years has had repeated 
attacks of pain in the epigastric region. Nau- 
seated with these attacks and vomits. For the 
past three months symptoms more severe, and 
vomitus streaked with blood. Bowels opened 
with catharties. Appetite poor, frequency of 
urination, and jaundice at times. 

Phy. Exam. Negative, except for upper right 
quadrant linear scar, tenderness in upper right 
quadrant. No rigidity, no palpable tumor, no 
hernia. Heart normal, lungs normal, urinary 
analysis normal. 


Oper. X-Ray report: Obstruction of the duod- 
enum due probably to adhesions. 
H. W. Van Allen. 


Operation November 7, 1921: 
diagnosis, adhesions. 
_ Post-operative diagnosis the same. 

Operation of some difficulty and after the sep- 


Pre-operative 


aration of adhesions retracting the duodenum. 


upward into the cleft of the liver in a rotary 
destorsion, a rubber dam apron was attached to 
the region of the bile duct brought out over the 
duodenum ‘and out of the wound to furnish a 
possible separation of the duodenum from the 


"Read at the annual meeting of the New England Surgical 
Society, Springfield, Mass., October 3, 1925. 


site of its old adhesive position. Wound closed 
in the usual manner. 

November 8—Normal ether recovery, patient 
not very comfortable. 

November 13—A right sided pain under right 
scapula suggests a beginning pleurisy. Condi- 
tion quieted down. Has had more or less of in- 
testinal trouble. Has had some epigastrie dis- 
tress. 

November 19—Ocecasional vomiting spells. 
Still some gaseous disturbance. Respiration at 
times embarrassed. Rubber dam and sutures 
out. 

November 30—Discharged, relieved. Last re- 
port December 1924. Patient doing her house- 
work without any return of epigastric symp- 
toms. 


CASE NO. II 


Mrs. A. McD. White. Springfield, Mass. 
Age 55 years. Admitted to hospital March 19, 
1924. 

C. C. Vomiting, abdominal pain. 

F. H. Negative. 

P. H. For a number of years repeated attacks 
of right sided epigastric distress. Two years 
and one half ago cholecystostomy with removal 
of stones. Two years ago cholecystectomy. 

P. I. Since last gall bladder operation patient 
has been troubled with attacks of abdominal 
pain and vomiting after meals. Symptoms have 
been especially severe for four weeks preceding 
admission. No loss of weight. 

Phy. Exam. Heart and lungs and kidney nor- 
mal, Tenderness upper right quadrant of abdo- 
men. No palpable tumor. Crucial sear in the 
upper right quadrant about five inches each way. 

Oper. March 20, 1924—Pre-operative diag- 
nosis post-operative adhesions. 

Post-operative diagnosis the same. 

Laparotomy for freeing of adhesions of pylo- 
rus and duodenum to cleft of liver. Rubber dam 
apron placed between duodenum and _ liver, 
brought out of the wound. Wound closed in 
usual manner. 

Post-operative Notes: 

March 22--Patient in unusually good condi- 
tion. 

March 26—Patient comfortable. Rubber dam 
removed. 
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March 30—Patient up with bed rest. Super- 
ficial sutures removed. 

April 5—All sutures out. Wound healed ex- 
cept small area where apron was removed. No 
return of vomiting. Patient up with clothes three 
days. General condition much improved. 

Jan. 1925—Doing own housework, free from 
symptoms. 


CASE NO, III 


Mr. L. C. White. Stafford Springs, Conn. 
Married. Age 47 years. Admitted to hospital 
July 16, 1924. 

F. H. Negative. 

P. H. For some eighteen years has had epi- 
gastric symptoms. Under treatment for what 
was supposed to be ulcer of the stomach. Ap- 
pendectomy two years ago without relief. Five 
weeks ago had an attack of sharp stabbing pain 
in right upper quadrant with vomiting. Skin 
and whites of the eyes yellow. Attack started 
acutely and lasted three days with a tempera- 
ture of 103.5. Tenderness over the gall bladder. 
Following attack, pain was referred to kidney 
region with a dull, steady persistency for about 
four days. Was unable to urinate and ecatheter- 
ized for two weeks. Having considerable pain. 
During past week has had four similar attacks 
of pain in right lower quadrant with vomiting. 
No chill or jaundice with these last attacks. Ap- 
petite poor. Bowels constipated. Has lost-con- 
siderable weight. 

Phy. Exam. Heart action poor, no murmurs. 
Albuminuria, lungs negative. Abdomen, linear 
sear in the appendix region, rigidity and ten- 
derness slight. Tenderness over gall bladder re- 
gion, Patient much emaciated, restless and dry. 


X-Ray report: No stenosis of pylorus. 
H. W. Van Allen. 


Oper. July 18—Pre-operative diagnosis, ulcer 
of the duodenum with stenosis. Post-operative 
diagnosis, healed ulcer of the duodenum without 
contraction. Chronic cholecystitis with duod- 
enum adherent to gall bladder. ier 

Temperature 100. Operation—separation of 
adhesions, partial cholecystectomy with drainage 
of gall bladder and cystic duct. 


Surgeon’s Notes 


Omentum and choleric mesentery attached to 
right side from old appendix scar to margin of 
the liver and gastrohepatic ligament. Adhe- 
sions completely separated and sewed over. Ad- 
hesions of duodenum to gall bladder separated 
entire length of gall bladder. Partial cholecys- 
tectomy with drainage. 


otes: 

July 19, 1924—Patient restless from nausea. 
Severe pain. Drainage of blood and bile. _ 

July 22—Condition improved. Free bile 
drainage. 


July 24—Patient hiccoughs some. Bowels 
opened. General condition improved. 

July 25—Tube and drain out. 

July 28—Condition better, sutures out, 
wound appears good. Since operation, patient 
has persistently run slight temperature varying 
between 100 and 102. 

July 30—Temperature 104 in the A. M. After 
vomiting attack, wound separated with protru- 
sion of small bowel. Pulse fair but rapid. 

Operation July 30, 1924—Pre-operative diag- 
nosis, separation of abdominal wound with small 
bowel hernia. 

Post-operative diagnosis the same. 

Operation—Sutures through and through with 
silk worm gut. Chromic gut in fascia. 


Assistant Surgeon’s Report 


Coils of intestine returned to abdominal 
wound. Repair of abdominal wound. Silk worm 
gut. 


Kk. Dutton. 
Notes: 
August 2, 1924—Patient died. 
F. K. Dutton. 


CASE NO. IV 


Mrs, E. V. T. White. Greenwich, Mass. Age 
50 years. Admitted to hospital April 29, 1925. 

F. H. Mother died of a liver disease, other- 
wise ‘negative. 

P. H. Ruptured appendix fifteen years ago 
with operation. Ten years ago abdominal sec- 
tion for ovarian cyst. The last eight or nine 
years has had frequent periods of epigastric dis- 
tress. Has been treated at various times with a 
diagnosis of gastric ulcer and gall bladder dis- 
ease. One year ago while rding, suddenly vom- 
ited entire gastric contents without any previous 
indiscretion in diet. 

P. I. Five weeks ago had an attack of pain 
in upper right quadrant with vomiting. Since 
that time patient has spent most of her days in 
bed with every day or so and finally every day, 
attacks of vomiting after which her distress was 
relieved, increasingly weaker pulse. Slight 
degree of temperature at times and upper right 
quadrant tenderness with slight rigidity. No 
jaundice, although during the last year she has 
had slight jaundice at times. The vomiting 
period during the last week has occurred almost 
regularly after the morning meal. 

Phy. Exam. Heart action weak and rapid. 
Lungs negative. Interstitial nephritis of the 
kidney. Scar of an old appendix operation. 
Median line sear. Slight rigidity of upper quad- 
rant with marked tenderness over gall bladder 
region. 

Oper. Pre-operative diagnosis, cholecystitis. 

Post-operative diagnosis, chronic cholecystitis, 
extensive adhesions with stenosis of duodenum. 
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Operation. Cholecystostomy, separation of 
adhesions. Duodenoenteroplasty. 


Remarks: On opening abdomen stomach was 
found markedly distended and protruded into 
the wound. Duodenum firmly adherent to a 
rather large thickened gall bladder: After ad- 
hesions had been separated there was present 
a marked stenosis of the duodenum one inch from 
the pylorus without evidence of old sear tissue. 
The distention of stomach rendered operation up 
to this time extremely difficult. As gas did not 
pass through duodenum after separation of the 
adhesions, the stenosis area was incised longi- 
tudinally and sutured transversely allowing free 
passage of gas from stomach into duodenum. 
Gall bladder opened and drained of thickened 
bile and a few soft stones removed. Rubber 
dam apron placed between gall bladder and 
bowel. Wound closed in the usual manner. 

May 2—Condition very poor. 

May 3—Bowels opened with enema, slightly 
improved. 

May 5—Patient’s temperature normal. Pulse 
80. General condition much better. 


May 7—Sutures removed. 

May 9—Condition much improved. 

May 10—Rubber dam removed followed by 
the evacuation of much grummous blood. Bile 
drainage slight. Gall bladder tube came out 
May 12. All sutures removed May 14. Patient 
sitting up in bed. 

May 17—Patient discharged. Still a slight 
discharge from the drainage opening. The rest 
of the wound is healed. Discharge appears to 
be of upper bowel content. 

June 15—Sinus opening nearly closed, patient 
up around home with considerable pain in ab- 
domen. External opening of sinus enlarged and 
packed down to the bowel. 

Aug. 1—Patient around house doing part of 
housework, occasional gastrie distress. Fistula 
still open. External fistulous track cureted, di- 
lated and packed. 

Sept. 13—General condition much improved. 
Doing her own housework. Occasional periods 
of epigastric distress. Fistula almost closed. 
One week ago a piece of old catgut discharged. 

There is no class of surgical case that causes 
us any more unrest than the post-operative gall 
bladder, that does not have a complete recov- 
ery. This group of cases is instructive in that 
it should make us realize that after we have re- 
moved a gall bladder, there is sometimes a real 
reason for a second or third operation to cure a 
patient. I believe that a patient with persistent 
periodic vomiting after an abdominal section 
should always be given the benefit of an explora- 
tory laparotomy. None of us enjoy these sec- 
ondary and tertiary operations because of the 
usual technical difficulty and much increased | 


mortality. Notwithstanding these facts, we 
should be willing to undertake them when nec- 
essary. 

The third and fourth case teach us that the 
patients with old gall bladder disease increase 
their risk, the longer operation is delayed after 
a diagnosis is made. Secondary conditions due 
to long standing sub-acute cholecystitis are in- 
finitely more serious and difficult to negotiate 
than those of shorter duration. The use of rub- 
ber dam to separate the intestine from the he- 
patie region, I believe, inhibits the reforming of 
adhesions. It acts as a good drain for the bloody 
ooze that always follows much work in secondary 
abdominal operations. 


These cases have been of great interest to me 
and I report them with the hope that they may 
be to you. 


DISCUSSION 


Dr. Dantret F. Jones, Boston: These cases 
reported by Dr. Carleton are important in that 
they give us another cause for epigastric pains 
and may also account for some of the attacks of 
pain following cholecystectomy. 


Epigastric pain is of great importance and 
all possible causes should be brought to our 
attention in order that we may make an intelli- 
gent diagnosis, rather than consider all epigas- 
tric pain as owing to cholelithiasis or chronie 
cholecystitis. Attacks of pain following cholecys- 
tectomy from a few months to several years are 
not infrequent and most of them are undoubted- 
ly due to a stone in the common duct. There are, 
however, a few cases in which attacks of pain 
occur and no stone can be found. It is possi- 
ble that these cases of Dr. Carleton may explain 
some of these. 


I have never seen one of these cases to recog- 


nize it, and it is my belief that it is very diffi- - 


cult to kink the duodenum by adhesions unless 
the first and second portions of the duodenum 
have been freed up very much. If this condition 
did occur often ought we not be careful not to 
do a cholecystectomy unless the symptoms are 
really severe enough to demand it? 


Dr. W. E. Hartshorn, New Haven: Three 
points occurred to me. The first one is, the first 
premise we should bear in mind, is that the 
situation around the gall bladder is particularly 
prone to adhesions, and if that is true, isn’t it 
a fact that too many gall baldders are removed? 
I believe there are too many. And the next thing 
—if you are going to remove the gall bladder, 
every precaution should be taken to prevent ad- 
hesions. We pay altogether too little attention 
to careful closure of abraded surfaces and care- 
ful closure of peritoneal surfaces and careful 
placing of omental surfaces over portions that 
have been abraded. 
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WHEN Dr. Fitch invited me to meet with you 
on this occasion and read a paper, I debated with 
him and with myself as to what I could do to 
justify my presence, and decided that as I have 
not discovered the cause of Cancer and have no 
large series of cases which have been greatly 
benefited by periarterial sympathectomy, that I 
had better report something which may be a 
novelty in a community where Italians and Ne- 
groes do not furnish the clinic material. My 
first and only penetrating wound of a heart 
cavity was reported to the Brooklyn Surgical 
Society and published in the Long Island Med- 
ical Journal. 


The discussion of the paper by Dr. Figueira, 
one of our surgical pioneers, led me to feel that 
it was a subject which interested one surgeon 
of large experience. 


No. 1 


T. L., an Italian laborer thirty-two years 
old, stabbed himself in the left chest with a long, 
narrow bladed knife. He was brought to The 
Brooklyn Hospital by the ambulance shortly 
after. Shock was pronounced. His pulse was 
imperceptible: Urination and defecation were 
involuntary. The House Surgeon considered his 


. condition critical and immediately started saline 


hypodermoclysis in both axillae. When I saw 
him forty-five minutes later, his condition had 
improved, the temperature was ninety-six, pulse 
one hundred and twenty, respirations thirty- 
two; there was a non-penetrating stab over the 
left second rib, outside the mammary line, also 
a penetrating wound three quarters of an inch 
long, in the fourth left interspace, two inches 
inside the mammary line, from which a small 
stream of blood trickled. 

The left chest was tympanitie anteriorly and 
dull behind the posterior axillary line. Apex im- 
pulse was not seen, but was felt and heard at 
its normal location. The heart sounds were faint, 
but otherwise normal. 


PROVISIONAL DIAGNOSIS. HEART PUNCTURE 


Whatever the cause of the hemorrhage, | 
thought it highly probable that it would recur 
when blood pressure rose, therefore I believed 
that exploratory thoracotomy was indicated. My 
confidence in this a 
strengthened by a lecture and demonstration 
I heard ale by Dr. B. M. Ricketts, of 
Cincinnati, at the New York Polyclinic, during 


t 31 
9 fore the New Hampshire Surgical Club, Augus . 
is an amplification of one previously printed 
in the Long Island Medical Journal. 


the meeting of The Medical Society of the State 
of New York, a few days before. 


OPERATION 


Intra-tracheal ether anesthesia with oxygen 
was given by Dr. G. W. Tong. Three ounces of 
ether were used. Sufficient pressure was used 
to keep the lung about two thirds expanded, 
sixty mm. of mercury. The chest was painted 
with tincture of iodine two thirds strength. The - 
incision was started in the second interspace, at 
the mammary line and carried to within one inch 
of the left border of the sternum, then down- 
ward outside the line of the internal mammary 
vessels, to the middle of the fifth interspace, then 
outward to the mammary line; this included in- 
tercostal muscles, third, fourth and fifth cartil- 
lages and pleura. This flap was reflected out- 
ward and the ribs fractured. This gave good 
access to the left pleural cavity and left side of 
the pleuro-pericardial sae. About one pint of 
fluid and clotted blood was mopped out of the 
pleural cavity. No wound of the lung nor ac- 
tively bleeding point was found. The heart was 
palpated through the pleuro-pericardial parti- 
tion which clung so closely to the organ, that it 
was evident there was no hemopericardium. Dur- 
ing my manipulations at the upper portion, the 
traction revealed the tip of the left auricular ap- 
pendix and upper margin of a pericardial open- 
ing, being withdrawn from a hole in the ante- 
rolateral wall of the left auricle. This was about 
one half inch long and just below the sulcus, 
which marks the junction of the auricle with its 
appendix. Following this, with systole, a spurt 
of blood came. When diastole followed the 
wound gaped and air entered the cavity. I 
plugged the opening with the tip of my left 
little finger, until I could clamp it, then inserted 
a continuous chronic suture through the pleuro- 
pericardial membrane, myocardium and endo- 
cardium and hurriedly closed the chest wound. 
A rubber ‘ube was introduced through the orig- 
inal stab wound to drain the pleural cavity. An 
intravenous infusion was given in the right 
saphenous vein. The sutures were introduced 
during one diastole, then needle and holder were 
allowed to follow the heart when, during systole, 
it dodged back under the right margin of the 
thoracic wounnd. The operative findings ex- 
plained very well the evident spontaneous arrest 
of hemorrhage, i. e., opening plugged by suc- 
tion into it of auricular appendix, and absence 
of hemo-pericardium because the two openings 
were so closely approximated that the blood 
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passed directly from the auricle into the pleura! 
cavity before the opening in the auricle became 
plugged. The patient’s convalescence was com- 
plicated by moderate serous effusion in the peri- 
eardial and both pleural cavities. He left the 
hospital on the twenty-fifth day recovered. Five 
months later two medical men were unable to 
find anything abnormal about his heart. 


Case No. 2 


Italian Laborer, age forty-five. 

Diagnosis. Non-penetrating stab wound in the 
left ventricle, stab wound in the abdomen. 

History. In fight with four Italians and was 
stabbed five times. The wounds were as fol- 
lows :— 

1. Abdominal wound, location at left of um- 
bilicus; three feet of small intestine protruding. 

2. Wound two inches long in the left side of 
chest. Mid-axillary line. 

3. Wound one half inch long over the left 
clavicle. 

4. Incised wound in the right cheek. 

5. Sealp wound one inch long. 


OPERATIONS 


Ether anaesthesia; Allis inhaler. 

1. The protruding intestine was cleaned and 
returned to the abdomen. The incision was en- 
larged and the peritoneal cavity mopped out 
and explored. This was closed in layers with 
raffia drain in pelvis. 

2. <A two inch intercostal wound below the 
nipple was explored and found to enter the pleu- 
ral cavity, also the pericardium. Exposure was 
obtained by extending the incision in the fourth 
intercostal space and dividing the fifth costal 
cartilage. This revealed an incision about one 
inch long in the pericardium from which spurt- 
ed blood at each heart beat. Palpation with the 
finger showed a wound in the muscle of the left 
ventricle which admitted the tip of the finger 
into the muscl« substance but did not yenetrate 
the cavity. This was sutured with one chromic 
suture. The pericardial wound was partly closed 
with one chromic suture, leaving free communi- 
cation between the pericardial sae and the left 
pleural cavity. 

The chest wound was closed without drainage. 
Hypodermoclysis one thousand e.c., saline solu- 
tion. Convalescence was uneventful, highest 
temperature was one hundred and one fifth de- 
grees. Three weeks after the injury, the patient 
was discharged. The roentgenogram showed a 
piece of knife blade imbedded in left clavis and 
a definite shadow in the left pleural cavity which 
was interpreted as a walled off serous effusion. 
There was no elevation of temperature and no 
symptoms, so no attention was paid to it. A 


report from the patient’s family physician four 
years later stated that he had been well since 


leaving the hospital and had worked steadily as 
an ice peddler. 


TREATMENT OF Heart Wounps 


Before the time of Ambrose Pare (1509 to 
1590) heart injuries were thought to be always 
immediately fatal. He observed that this was 
not true and reported the case of a duellist who 
was wounded in the heart by a rapier and after- 
ward pursued his opponent for several yards. 

In 1868 Fischer collected all published reports 
of human heart injuries, four hundred and fifty- 
two, and showed that many of the patients lived 
several hours, some for days and ten per cent 
recovered. 

In 1881 John B. Roberts, of Philadelphia, sug- 
gested before The Anatomical and Surgical So- 
ciety of Brooklyn, the advisability of suturing 
human eardiae wounds. 

In 1882 Bolek of Copenhagen, demonstrated 
the feasibility of suturing cardiae wounds in 
animals. 

In 1896 Farina, Cappelan and Rehn sutured 
wounds of human hearts. Farina’s patient lived 
six days and died of pneumonia. Rehn’s patient 
recovered. 

In 1901 Nietert published the first two Ameri- 
ean cases. Vaughn reported another case and 
collected twenty-six from the literature. 


PATHOLOGY OF HEART INJURIES 


Immediate death occurs in eighteen per cent 
from shock to the nervous mechanism; from in- 
juries of the Kronecker-Schmey center, which is 
probably the bundle of His; or from a very 
large opening. Cases in which contusions of the 
chest produced rupture of the heart muscle, 
without rupture of pericardium, are reported. 


Statistics based on autopsy findings show 
most injuries of the right ventricle. Ninety per 
cent of the operated cases were wounds of the 
ventricles, about equally divided between right 
and left, which had practically the same mortali- 
ty. In the two hundred and thirty seven cases 
collected by Peck and Pool, thirteen were of 
the right auricle with six deaths; ten were of 
the left auricle with three deaths; the remaindr, 
in which the location was given, were of ventri- 
eles. This indicates that wounds of the left 
auricle are least common and least dangerous. 
It does not bear out the earlier statements that 
wounds of the auricle are the more fatal. 

Cases of stab and bullet wounds of the peri- 
eardium and non-penetrating wounds of the my- 
ocardium are reported. Wounds caused by hat 
pins, knitting needles, ete., have made small 
punctures with no serious results; they have 
also caused extensive lacerations. The wounds 
of nearly all operated cases were caused by 
stabs or bullets. In ninety per cent the left 
pleura was injured; in five per cent the right; 
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therefore in only five per cent did the pleurae 
escape. The external wound may be anywhere 
between the first rib and umbilicus. Eighty per 
cent were between the third and sixth left ribs. 

Spontaneous arrest of hemorrhage sometimes 
oceurs. A clot forms, which is sufficient while 
blood pressure is low, but is likely to be ex- 
pelled and cause secondary hemorrhage, when 
the patient begins to recover from shock and 
primary hemorrhage; this is said to oceur most 
frequently in the left ventricle, because of the 
columnae carneae which help plug the opening. 
In my ease, suction into the opening of the tip 
of the overlying auricular appendix was the 
mechanism. In most eases spontaneous arrest 
does not occur, and the effects of hemorrhage are 
manifested along two different lines. First, when 
the pleuro-pericardial opening is free, blood es- 
eapes into the pleural cavity, causing hemo- 
thorax and death from loss of blood. 

Second, when a pleuro-pericardial opening 
does not exist, or is smaller than the myocardial 
opening, or is more or less completely occluded, 


a comparatively small amount of blood within]. 


the inelastic pericardial sac compresses the walls 
of the auricles and the great veins to such an 
extent that circulation of blood, through the 
chambers of the heart and coronary arteries is 
gradually reduced, with corresponding reduction 
in force of heart contraction, until pulsation 
ceases. This was first described and called 
‘*Heart Tamponade’’ by Morgagni in 1761. It 
has been confirmed many times since. The causes 
of closure of the pericardial opening are the fol- 
lowing: 

First. Clot, which is effective only when 
blood pressure has fallen very low as result of 
shock or hemorrhage. 

Second. Displacement of the myocardial 
opening, so that it does not coincide with the 
pericardial. This occurs somewhat at each heart 
beat, and as hemo-pericardium is increased, the 
relation of the openings is further changed be- 
eause the blood eollects in the lateral and pos- 
terior recesses, thus crowding the heart forward 
against the anterior portion of the sac. The 
greater the pressure behind the heart, and the less 
complete the diastole and systole, the more com- 


‘pletely is the pericardial opening occluded; if 


it is in the anterior portion of the sae. 

Third. A small puncture of the pericardium 
may accompany an extensive myorecardial open- 
ing, as for example, impalement by a hat pin, 
upon which the heart, by its own contractions, 
tears itself. 

Fourth. Heart Tamponade is relatively more 
common and develops more rapidly in those 
cases in which neither pleural eavity is opened. 
The usual sliding of tissues obstructs the outlet. 
A moderate degree of heart compression lessens 
hemorrhage and is thus beneficial, but when 
extreme, is rapidly fatal. 


Wound of coronary artery. This has been 

reported with wounds of the ventricles and is 
considered to be a very dangerous complication, 
but the vessel has been ligated with recovery in 
some cases. 
_ Multiple wounds. Two wounds of one cav- 
ity, that is anterior and posterior wall, and sim- 
ultaneous wounds of two cavities with recovery, 
have been reported. | 

Air embolism, Carrel states that entrance of 
air into the right heart is not serious, but in 
the left it is liable to enter the coronary ar- 
teries, causing fibrillary contractions and death. 
This has not been noted in any clinical case. 


Infection. Vaughn, from his study of one 
hundred and fifty cases, has shown that eighty- 
six per cent of the deaths, which occurred 
twenty hours or longer after operation, were 
caused by infection, and that only twenty-five 
per cent of the patients who recovered, were free 
from infection. The locations in order of fre- 
quency were as follows: 


First. Pericardium and pleura. 
Second. Pleura. 

Third. Pericardium. 

Fourth. Lung. 

Fifth. Peritoneum. 


Secondary rupture. A few non-operated, and 
at least one operated case are reported in which 
dilatation and rupture, at the site of the healed 
wound occurred more than one month after the 
injury. A post-mortem examination of Stewart’s 
first patient, five years later, showed the heart 
wall, in the region of the wound, thin and di- 
lated. An X-ray examination of Proust’s pa- 
tient showed the same, although his health was 
good. 

Symptoms. Shock usually accompanies inju- 
ries of the precardial and epigastric areas; this 
depends more on the character and extent of 
the superficial injury than the presence of heart 
penetration. Severe shock does not necessarily 
indicate heart wound, nor does absence of shock 
exclude it. Probably the mental state of the vic- 
tim has an important influence on the degree of 
shoek developed. Most of the cases are attempted 
suicides or the objects of murderous attacks. 
Stewart has explored several non-penetrating 
wounds of the precordial area, because the con- 
dition of the patients seemed as serious as that 
of some of those whose heart wounds he had 
sutured. He has sutured five heart wounds. 

Hemorrhage. The visible external hemor- 
rhage comes from superficial tissues of the chest, . 
and is usually trifling. Eseape of blood from 
the pleural cavity is prevented, in a small wound, 
by tortuosity of the tract which is caused by 
sliding of the tissues. Hemo-pneumo-thorax is 
present in ninety-five per cent of cases. When . 
the patient is lying down this, if sufficiently ex- 
tensive, gives dullness posteriorly and tympany 
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anteriorly. Symptoms of internal hemorrhage 
are obscured by shock. The pulse is weak not 
always rapid. Hemorrhage into the pericardial 
and one pleural cavity is the rule. Hemo-peri- 
cardium, causing heart compression, gives the 
following signs: 

Moderate lateral increase of precordial dull- 
ness, weak or imperceptible apex impulse, be- 
cause of diminished volume of blood and conse- 
quent weak muscular contractions, cyanosis, dis- 
tention of veins of face, neck and arm, uncon- 
sciousness, because of cerebral venous conges- 
tion. Agonizing pain with sense of constriction 
in some cases with severe Heart Tamponade. 

Extraneous cardiac sounds are described by 
Nietert, that is whistling and splashing, and be- 
lieved by him to be due to passage of blood 
through a pleuro-pericardial opening. Stewart 
heard them in only one of his five cases, and 
when the thoracic wound was plugged, they 
ceased. 

Diagnosis. With the exception of those cases 
in which the weapon remains embedded in the 
heart muscle with a free external portion to act 
as an indicator for each heart beat, and those, 
in which the external wound is so large that 
hemorrhage from the heart can be seen, there 
are no positive signs of heart wound. The di- 
agnosis should be suggested by the character and 
location of the external wound and confirmed 
or disproven by exploration. This may be a 
pericardial puncture, pericardial incision, or 
transpleural explorations. Hemo-pericardium 
does not always mean a penetrated heart cavity 
as it may occur, causing fatal tamponade, with 
a pericardial wound only. 

Treatment. Small punctures, which close 
after withdrawal of the implement, heal with no 
treatment except rest. Larger wounds should 
unquestionably be sutured immediately. All cases 
should be considered extremely urgent, even 
though reports show that many of the patients 
were not operated for several hours, and one 
went four days. 

Preparation. The urgency of the case usually 
demands that preparation be rapid, while the 
susceptibility of pericardium and pleurae to in- 
fection, requires that it be thorough. Tincture 
of iodine best meets these requirements. 

Anaesthesia. Those patients who are comatose 
from severe heart compression need no anaes- 
thetic until compression is relieved, when they 
regain consciousness. They do not need anaes- 
thesia for the heart suture as this does not cause 
pain. Local anaesthesia should be sufficient for 
closure of the operation wound. For the con- 
scious patients, ether-oxygen intra-tracheal an- 
aesthesia seems to me ideal; sufficient pressure 
ean be maintained to keep the lungs expanded, 
even though both pleural cavities are opened, 

and free oxygenation can be constantly main- 
tained. 


The operation. The early methods of ap- 
proach aimed to avoid opening the pleural cav- 
ities, because of fear of pneumo-thorax, but as 
one pleura is injured in ninety-five per cent by 
the original wound, and most of the operators 
accidentally wounded it, and pericarditis and 
pleuritis followed extra pleural operations, it 
seems that this should be attempted only in the 
few cases in which neither pleura is injured and 
the patient’s condition is not urgent. The heart 
wound can be much more quickly reached by the 
transpleural method, and pneumo-thorax has 
lost its terrors for the surgeon. Some of the 
openings through which heart wounds have 
been sutured are: 

A trap door containing the third, fourth and 
fifth costal cartilages hinged at the margin of 
the sternum, and reflected toward the median 
line: the same, hinged at the mammary line, and 
reflected outward ; excision of one or more costal 
cartilages ; resection of a portion of the sternum; 
trap door of portion of sternum and costal car- 
tilages. While the location and character of the 
wound should, in each case, determine the 
method of approach in that individual case, the 
method which seems to me to be most generally 
applicable, is the one mentioned by Matas, in 
Keen’s System of Surgery, as having been in- 
dependently recommended by  Spangaro, 
Durante, Wiems, Mikulicz and Sauerbruch. It is 
suitable for all cases in which the external wound 
is in the precordial area and presence of 
pneumo-thorax is certain. An incision through 
skin, intercostal muscles and pleura is made in 
the middle of the fourth intercostal space from 
the anterior axillary line to the left margin of 
the sternum. The fourth and fifth ribs are 
strongly separated; this gives sufficient exposure 
for the operator to inspect and palpate a large 
portion of the left pleural cavity and left pleuro 
pericardial surface and suture a wound on the 
anterior surface of the heart. The sternal end 
of the incision may be extended upward through 
the fourth and third costo-sternal articulations 
and overlying tissues, or downward through the 
fifth and sixth, which give sufficient room to 
reach the posterior surface and auricles. If 
pneumo-thorax is not certain, Kocher’s or some 
similar peridardotomy incision should be made 
first, then, if hemo-pericardium and pneumo- 
thorax are present, extended into an intercostal 
space through the pleura. Pleura and lung 
should be protected by silk covered compresses 
since, according to Carrel, they are less irritat- 
ing than gauze. The pericardial wound can be 
located by palpation more readily than inspec- 
tion. It should be enlarged in a vertical direc- 
tion and the cavity gently emptied of fluid and 
clotted blood. The myocardial wound may be 
clamped or plugged with the finger until the 
operator is ready to introduce the first suture. 
After this is placed it may be used as a tractor, 


| 


Volume 193 
Number 26 


ACUTE ABDOMINAL PAIN—MILLER ae 1201 


which will greatly reduce hemorrhage and facil- 
itate introduction of the remaining sutures. The 
heart may be grasped and pulled forward, or 
rotated, or the pedicle compressed, or angulated, 
if necessary to reach the posterior surface or stop 
hemorrhage, or to control the heart’s tumultu- 
ous action. This procedure should be preceded 
by over-oxygenation and should not be continued 
over three minutes. Carrel has shown that the 
pedicle of a dog’s heart can be clamped for this 
length of time without danger. 

Opinions differ as to whether silk or catgut 
should be used and whether interrupted or con- 
tinuous sutures are preferable. The statement is 
repeatedly made that sutures should be intro- 
duced during diastole and should not include 
endocardium, because of danger of thrombus 
formation. Study of reported cases shows one 
ease in which the silk suture was discharged 
through a sinus and none in which the catgut 
gave way; those in which continuous sutures 
were used did as well as those in which inter- 
rupted were used and the continuous can be in- 
serted more rapidly and controls leakage better, 
two rows of interrupted were sometimes neces- 
sary. Some operators found it impossible to 
pass sutures during diastole, so introduced 
them regardless‘ of the time of the cardiac 
eycle; in one case in which the endocardium 
was included in the suture, death was ascribed 
to thrombus. In _ several others recovery 
followed with no complications referable to 
this technique. Continuous sutures of chromic 
catgut, introduced at the most convenient time 
in the cardiac cycle, and including the endocard- 
ium, have proved satisfactory and are most 
readily applied. Inclusion of endocardium, es- 
pecially in the auricles, adds much to the firm- 
ness of closure, as one who has felt the resistance 
which this structure offers to passage of nee- 
dle, readily appreciates. My patient shows no 
ill effects from having had parietal pleura, peri- 
cardium, myocardium and endocardium includ- 
ed in one continuous suture. The pericardial 
and pleural saes should be closed without drain- 
age. Experimental work has shown that free 


communication between these cavities is compat- 


ible with good health in animals. Werelius sug- 


gests that if such communication were left in 
operated cases, the mortality might be reduced, 
by making the development of heart compres- 
sion from pericardial effusion impossible. This 
was done in my second and third cases. The 
thoracic wound should be carefully closed in 
layers. When the last sutures are tied the lungs 
should be fully inflated to lessen pneumo-thorax. 
The pleural cavity should not be drained unless 
later developments call for it. 

Results. Smooth convalescence has been the 
exception. Some pleuritis and pericarditis usu- 
ally occurs. The sutured wound heals in two 
weeks with sear tissue, not muscle regeneration. 
Adhesions between pericardium and myocardium 
are the rule, but they do not interfere with 
heart action or cause pain unless the pericardium 
is also adherent to the chest wall. The mortality 
of two hundrd and sixty cases collected by Wag- 
ner in 1913 was slightly over fifty per cent. This, 
in a general way, means if the same proportion 
of successful.and unsuccessful cases have been 
reported, that one half of the eighty per cent of 
heart wound cases in which death is not im- 
mediate, recover when operated. In other words, 
eardiorraphy has raised the percentage of re- 
coveries from ten per cent to forty per cent. 
Nearly all the patients who recovered were able 
to resume their former occupations. 

The most recent tabulation of heart suture 
cases is by Dr. William Randolph Smith in the 
Annals of Surgery, December, 1923; he collected 
from the literature since Poole’s summary in 
1912, fifty-eight cases with a mortality of thirty- 
three per cent. 

Several cases were reported in 1924 and 1925. 
Dr. Robert L. Rhodes of Augusta, in Annals of 
Surgery, April 1925, reported two cases in 
which he gave a transfusion of saline and adre- 
nalin into the ventricle, after suturing the 
wounds. He thinks that this procedure contrib- 
uted to the recovery of one and renewed the 
heart action of the other for a few minutes. 


THE SIGNIFICANCE OF ACUTE ABDOMINAL PAIN* 


BY RICHARD H. MILLER, M.D., F.A.C.S. 


I trust I may be pardoned for speaking to 
you this afternoon on a subject which sounds so 
elementary ; so much a matter concerning which 
most doctors feel they know about all there is to 
know; indeed one about which many of the laity 
feel competent to express an opinion, or even 
to make a diagnosis. And yet the very fact 
that it is so constantly present in our midst, and 
the fact that it is so frequently met with, should 


*Read before the New Hampshire Surgical Club, Manchester, 
N. H., April 20, 1925. 


make us all the more keen to study it, to realize 
its many phases and manifestations; and not to 
overestimate it, nor yet underestimate it. Acute 
abdominal pain is one of the most common of 
symptoms; it may be caused by many simple 
things, and by equally many serious organic — 
lesions; the simple and the serious may start 
out exactly alike, and yet, if the serious organic 
disease be mistaken for the simple non-surgical 
stomach-ache, then a wagedy may result. To 
prevent serious or fatal sequelae, in any illness, 
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is our duty, and one of our first and most im- 
portant functions is the correct evaluation of 
acute abdominal pain. Relatively unimportant 
ailments may be associated with severe pain, 
while grave or even potentially fatal ones may 
have very little, and eternal watchfulness is 
necessary to guard against error. Pathological 
conditions outside the abdomen give rise to pain 
which the patient may refer to the abdomen, 
such as herpes zoster, pleurisy, or angina pec- 
toris. Similarly intra-abdominal lesions, such as 
gall stones, ureteral stone, or rectal carcinoma 
may cause pain which is referred to extra-ab- 
dominal regions. So even at a passing glance it 
becomes obvious that any complacency which a 
physician or surgeon may feel in his ability to 
determine easily the cause of abdominal pain 
must be based on a foundation of sand. One’s 
confidence in his diagnosis, to carry the meta- 
phor further, is a building which will collapse 
unless built on the firm foundation stones of 
eareful history, thorough examination, labora- 
tory investigations, and thoughtful eonsidera- 
tion. 

The history should be thorough enough to 
bring out everything relevant to the ease in 
hand, and first of all the patient’s occupation is 
of importance. The hazard of the painters, the 
brass-workers and others, needs only brief men- 
tion; as well as the fact that chamber-maids, 
waitresses, ete., are more liable to have pelvie 
infections than they are to have appendicitis. 
Previous similar attacks, menstrual difficulties, 
and many other points in the past history, are 
of interest. Loss of weight is always significant 
—in an elderly person such a loss, preceding an 
acute abdominal attack, would lead one to think 
of some malignancy, as of the colon, with a sub- 
sequent acute intestinal obstruction; or cancer 
of the stomach with perforation. Previous uri- 
nary difficulties might be the straws showing 
that the wind blows from renal quarters. 


The mode of onset of the attack is again sug- 
gestive—a slow gradual beginning makes one 
think of a progressive inflammatory process, as 
of the appendix, gall bladder, or tubes; whereas 
a very acute stabbing attack would point toward 
perforation of a viseus. A constant steady pain 
is probably indicative of an inflammatory le- 
sion; while a recurrent colicky pain, coming in 
waves, means that smooth muscle is contracting 
intermittently, trying to push something by an 
obstrueting spot—this is observed in intestinal 
obstruetion, in gall stone and renal eolic. Con- 
stipation means little, unless it is excessively 
marked and stubborn, in which ease obstruction 
should be suspected; diarrhoea, which is rare 
in serious organie lesions, leads one to think of 
food poisoning. Vomiting is a factor of impor- 
tance, though taken by iteslf it may not be of 
great weight, in deciding for or against a given 
diagnosis. In the ease of a mild attack of pain 


in the region of the caecum, in which appendi- 
citis is suspected, the absence of vomiting would 
surely point to a very mild involvement, and this 
alone might lead one to decide against an im- 
mediate operation. 

Of still greater importance than the history is 
the physical examination, which must always be 
painstaking. The patient should first of all lie 
flat on the back, with all clothing removed down 
to the pubes, and the doctor should stand at the 
bottom of the bed and observe carefully the res- 
piratory movements of the thorax and abdomen. 
Respiration which is entirely thoracic, with a 
motionless abdomen, indicates something irri- 
tating both sides of the peritoneal cavity, prob- 
ably a diffuse peritonitis. If one side of the 
abdomen moves more than the other, then a 
localized peritonitis may reasonably be suspect- 
ed. Of course, involvement of the lungs and 
pleural cavity must be borne in mind, and free 
abdominal respiratory movements in conjunc- 
tion with movements of one side of the chest 
would point at once to pneumonia or pleurisy 
on the other side. 

The facies should be carefully observed—this 
alone will frequenty give valuable evidence as 
to the severity of the lesion. I have seen a case 
of complete small intestinal obstruction which at 
the end of only 6 hours had as drawn and anx- 
ious a look as an ordinary general peritonitis 
after 2 or 3 days—such a picture was unmistak- 
ably indicative of a very serious surgical condi- 
tion which demanded immediate relief. Move- 
ments of the alae nasi may alone be very sug- 
gestive, in a doubtful case of pulmonary disease. 
The throat should be looked at, because rarely 
an acute tonsillitis may present no sore throat, 
but vague abdominal pains. Examination of the 
chest by ausculation and percussion should be 
a matter of routine, not only to rule out intra- 
thoracic disease, but also to determine whether 
the patient, if it be an abdominal emergency, is 
in good condition to take a general anaesthetic. 

In examining the abdomen, always feel first 
the side which is not affected, and on ap- 
proaching the latter, examine the most tender 
area last of all. To poke at the most painful spot 
first of all, frightens the patient and makes him 
less codperative. Remember that tenderness 
and muscular rigidity mean irritation of the 
peritoneum—a greater or lesser degree of peri- 
tonitis, whereas an equally painful lesion, such 
as a gall stone or renal stone, which is not as- 
sociated with peritonitis, will not present these 
features in any marked degree. If the patient 
finds it more comfortable to lie with one leg 
drawn up there is undoubtedly peritonitis on 
this side. 

After completing the abdominal examination. 
there should always be made, in a woman, a 
vaginal examination, and in a man a rectal ex- 
amination. An appendix which lies low in the 
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pelvis, with an inflamed tip, may give rise to 
few or no local abdominal signs—at least not 
enough to suffice for a diagnosis—whereas it 
may be felt as an exquisitely tender area, on 
examination from below. Furthermore, infected 
tubes, tubal pregnancy, etc., can of course be 
much more satisfactorily made out on pelvic 
examination. 

Of great importance is the examination of 
the urine; and if necessary, in order to get a 
clear specimen, it should be obtained by cath- 
eter. Tests for albumin and sugar should be 
done, but of still greater importance, to rule 
out renal or ureteral stone, is the microscopic 
examination of the sediment. Considering the 
perfection of our present-day diagnostie tech- 
nique in renal stones, it is astonishing how many 
people are seen who have had the appendix, or 
a tube and ovary, removed, just because the ex- 
amination was not detailed enough to reveal the 
stone. In any doubtful case, especially in the 
presence of blood cells in the urine, no operation 
should be undertaken until an X-ray has been 
taken. The author calls to mind a case, such as 
you have all doubtless seen—a young woman 
who two years ago had the appendix removed, 
then a year later the right tube and ovary, when 
all the time the lesion was a stone lying in the 
ureter at the brim of the pelvis. A white count 
should be done whenever possible, as this is a 
valuable aid to the diagnosis of acute intra- 
abdominal conditions. 

Peritonitis tends to make the patient lie very 
quiet, holding the abdominal muscles tight, in 
order to prevent the increased pain which will 
result from motion, or from contact from the 
outside—in other words, complete rest gives the 
most comfort. In the acute attacks from the 
passage of a stone, or from intestinal obstruction 
without peritonitis, rolling, twisting and turn- 
ing, writhing in the bed, are more character- 
istic. If morphine, in one or more doses, 1s 
necessary to obtain relief, this is further evi- 
dence that the lesion is probably of considerable 


severity. 
SURGICAL CAUSES OF ACUTE PAIN 


I shall now consider in a little more detail 
the different surgical lesions, and the first which 
comes to mind is, of course, the appendix. This 
small but ever trouble-some structure is the 
most common offender, and the typical attack 
begins with distress in the epigastrium, nausea 
and vomiting with later pain in the right lower 
quadrant, and as a rule the pain is not very 
severe. However, pain may at times be very 
sharp and colicky, as in a gall stone attack, or 
in rare instances may come on as acutely as in 
perforation of a viscus. The author saw one 
case in which a young man, apparently perfect- 
ly well, was suddenly stricken to the floor with 
agonizing pain while he was crossing the room 


to get a sheet of music. Local tenderness and 
muscular rigidity can almost always be elicited, 
though they will not be marked if the appendix 
lies low in the pelvis. Patients vary greatly in 
their reaction to local pressure, and a degree of 
peritoneal inflammation which will cause intense 
spasm 1n one case may cause very little in the 
next one. The white count will be higher than 
normal, and is, in a doubtful ease, a reliable 
guide to the degree of inflammation present. It 
usually varies from 10,000 to 20,000, going high- 
er only in late cases with the formation of pus. 
The temperature is not much elevated, in early 
eases seldom going over 101°, though greater re- 
action is common in children. In a doubtful ease - 
of acute abdominal pain with symptoms and 
signs suggesting appendicitis (after everything 
else has been ruled out), the patient is far safer 
to have an operation with removal of the ap- 
pendix, than to wait and take a chance that 
the appendix is not diseased. 

Acute cholecystitis, or ‘‘acute gall bladder,’’ 
is almost always due to a stone which has become 
impacted in the eystie duct, causing interference 
with the outflow of the bladder secretion, dis- 
tension, disturbance of the circulation, and then 
infection. The infection may be of any degree, 
from a mild process to an empyema of the gall 
bladder; with in some instances perforation, re- 
sulting either in local abscess formation or, 
more rarely, general peritonitis. Usually the 
gall bladder becomes well walled-off by adhe- 
sions and the last-mentioned catastrophe does 
not occur. The symptoms and signs are much 
like those of acute appendicitis—moderately el- 
evated ‘temperature and white count, with defi- 
nitely localized spasm and tenderness and or- 
dinarily a large palpable gall bladder. Pain is 
not very severe—it does not as a rule begin to 
compare with that of the typical gall stone colic. 
There usually is not jaundice—this occurs only 
in late cases in which there has developed chol- 
angitis, hepatitis, or marked oedema of the bile 
ducts. As I mentioned above, perforation of the 
gall bladder with resulting general peritonitis 
is rare, and it has been the custom of many of 
us to sit back complacently and allow the acute 
attack to ‘siibside before doing the operation. 
I believe this procedure is fraught with danger 
if applied to every case. A case of my own 
was recently waiting in the hospital under just 
such conditions when the gall bladder suddenly 
perforated and the patient went into extreme 
shock and died within 12 hours—her condition 
was so desperate that even an emergency opera- 
tion could not be performed. Another similar 
case came to my attention in which operation 
was done at once and the fundus of the gall 
bladder, about which there were no adhesions, 
was green and gangrenous and just about to 
perforate. In both of these cases an outstand- 
ing feature was the very unusual severity and 
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persistence of the pain. I believe that if the 
pain is greater than usual, operation should be 
undertaken at once; and that if a waiting policy 
is decided on it should be coupled with the 
most careful scientific watchfulness, the surgeon 
being prepared to operate at any moment. 

The passage of a gall stone through the com- 
mon duct, or gall stone colic, is quite different 
from this. There is excruciating pain, coming 
in waves, radiating to the back and right shoul- 
der, and usually without temperature, white 
count, or much tenderness or muscular spasm. 
Ordinarily jaundice develops after the attack. 
has subsided, leaving the patient free from 
‘symptoms, but yellow in color. The gall blad- 
der is hardly ever palpable, because as a re- 
sult of chronic inflammation, in the presence of 
stones, it has lost its distensibility. The chief 
point of importance to be remembered is that 
operation should not be performed during this 
attack. 

The onset of pain in perforated gastric ulcer 
is usually as sudden as the stab of a knife, 
though in rare instances it may eome on more 
slowly. It starts in the epigastrium and does 
not radiate in any particular direction; though 
because the stomach contents usually gravitate 
down the gutter on the right side of the verte- 
bral column, the pain may be equally severe in 
the region of the appendix, thus notably cloud- 
ing the diagnostic visibility. It must be re- 
membered that perforation may occur without 
the slightest previous history of gastric distress. 
I saw such a ease in a boy of 17, a truck-driver, 
who had never known what indigestion was and 
whose huge appetite was a constant source of as- 
tonishment to his family. There are, of course, 
elevated pulse, temperature, and white count, 
but the outstanding physical sign is the un- 
yielding muscular rigidity. The breathing is 
rapid and entirely thoracic, and the patient’s 
facial expression is indicative of extreme pain 
and anxiety. The sooner operation is per- 
formed, the greater the chances of recovery. 
The chief thing which may be confused with 
this is the rare acute haemorrhagic panereati- 
tis, and the differential diagnosis between the 
two may be impossible—in any event, surgical 
intervention is the treatment for both. I be- 
lieve that if the uleer is in the duodenum or at 
the pylorus, and if the patient’s condition is 
good, the closure of the perforation should be 
followed by gastro-enterostomy. 

Intestinal obstruction may be divided into 
two main types, that of the small intestine and 
that of the large. The text-book picture, with 
its characteristic symptoms and signs of colicky 
pain, distension, absolute constipation, visible 
peristalsis, and faecal vomiting, is of course un- 
mistakable, but usually, by the time these have 
all developed, it is too late to save the patient, 


and we must be ready to diagnose or at least 
suspect the condition, long before this advanced 
stage. With acute obstruction of the small 
intestine, especially if it is high, distension will 
not be marked, peristalsis may not be observed, 
and enemas will often, at least in the beginning, 
give both faecal and gas results. Obstruction 
of the large bowel is usually chronic and ordi- 
narily due to a new-growth—in this there are 
gradually increasing constipation, distension, 
blood in the stools, with loss of appetite and 
some indigestion, with vomiting only very late. 
This chronic obstruction may at any time, how- 
ever, become acute. Visible peristalsis not 
only may not be observed, especially if the ab- 
dominal wall is thick, but on the other hand I 
have often seen, in thin old people, very defi- 
nite peristaltic waves when there was no ob- 
struction whatever. In a doubtful case never 
fail to consider strangulated hernia—this is 
occasionally overlooked. Aside from the new- 
growths of the large bowel and strangulated 
hernia, the most common cause of obstruction 
is the adhesions and bands which may follow 
previous abdominal operations. The possibil- 
ity and importance of this form are too often 
disregarded by the profession at large; any 
patient with an abdominal scar, with acute 
pain and vomiting, no matter how long since 
the operation, should be looked on not only 
as a possible case of obstruction, but as a very 
sick person in whom immediate laparotomy 
should be seriously considered. Small intesti- 
nal obstruction from a band produces a rap- 
idly fulminating toxaemia which may take on 
a fatal character in even 24 hours, and in any 
case of doubt, operation is infinitely safer than 
procrastination. One does not like to fill a 
patient’s mind with fears of possible future 
catastrophes, but I would agree with the sug- 
gestion of Dr. Jones of Boston who believes 
that much good would be done if every patient, 
on leaving the hospital after an abdominal op- 
eration, were told of the possibility of obstruc- 
tion, and the importance and dangers of it. 

One form of obstruction deserves a little 
further mention, and that is intussusception. 
This condition is of course, most common in in- 
fants and very young children, but may rarely 
occur in adults. The characteristic picture is 
well known—pain, vomiting, distension, stools 
consisting of small amounts of blood and mu- 
cus, and a palpable ‘‘sausage-shaped’’ tumor, 
usually in the right lower quadrant. This 
tumor may lie transversely across the epigas- 
trium. Spontaneous cure has occurred, but 
never should be expected—surgical reduction is 
always indicated. 

The chief causes of acute pain arising from 
the kidney or ureter are pyelitis, stone, and 
perinephritic abscess. Tuberculosis and new- 
growth may at times give rise to pain, but need 
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not be included in this discussion. Pyelitis 
causes either no pain at all, or more of a dull 
ache, not often acute enough to make one think 
of a surgical intra-abdominal lesion. Perine- 
phritic abscess acts in much the same way, 
causing a gradually increasing soreness, with 
signs and symptoms of purulent inflammation 
in the kidney region, with tenderness in the 
eosto-vertebral angle, and if the process has 
continued long enough, there will be visible and 
palpable swelling in the flank. The sharp pain 
of renal colic is excruciating, and may be mis- 
taken for a perforated abdominal viscus or 
other very acute intra-abdominal lesion. The 
pain, as is well known, usually starts in the 
flank and radiates downward to the thigh, 
labium or scrotum; and there can always be 
found varying numbers of blood and pus cells 
in the urine. It must not be forgotten, how- 
ever, that any other acute lesion may, for one 
cause or another, occasionally show the same 
urinary findings. There may be a cystitis, a 
nephritis; or the mucous membrane of the 
ureter may be infected, by contiguity, by an in- 
flamed appendix lying directly over it. In any 
doubtful case a microscopic examination of the 
urine sediment should be made. Even with this, 
some cases are so confusing that positive diag- 
nosis is well nigh impossible—I have seen two 
cases, an appendix and a perforated gastric 
uleer—go on to fatal termination; the symp- 
toms were in each instance like those of renal 
stone, in each there was blood in the urine, and 
in each operation was too long deferred. These 
two cases were being watched by careful men 
who did not fail to consider the possibilities. 
Renal stone is not a surgical emergency, while 
appendicitis and perforated ulcer are. 

Acute salpingitis is very apt to be confused 
with acute appendicitis, and a differential diag- 
nosis is important because in the former in- 
stance operation is better postponed; this is be- 
cause the inflammation does not tend to spread 
to a general peritonitis and the patient stands 
operation better if it is done at a later stage. 
Furthermore, the tubes are important organs, 
and we do not want to remove them in a wom- 
an of child-bearing age if there is any possibili- 
ty of future functioning. Acute salpingitis is 
usually bilateral, with pain and tenderness on 
both sides of the lower abdomen, and with ex- 
treme pain when the cervix of the uterus is 
moved, even slightly, by the examining fingers. 
The general symptoms are much the same as 
those of appendicitis, but the social status of 
the patient will often give an inkling as to the 
correct diagnosis. The generally accepted 
rule is, once the diagnosis of salpingitis has 
been made, to apply ice bags to the lower abdo- 
men and wait. However, the condition may 
go on to the formation of large ‘‘pus-tubes’’ or 


|pelvie abscess, and then operation will be neces- 
sary before relief is obtained. 

Less common than salpingitis, but a surgical 
emergency involving the tube, is extra-uterine 
pregnancy. The premonitory symptoms of 
this are (1) the skipping of menstrual period, 
(2) a slight, brownish, atypical flowing, and 
(3) possibly vague pain low down on one side. 
There may be other symptoms of pregnancy. 
The acute rupture is characterized by very 
sudden pain, collapse, and syncope; with pal- 
lor, great abdominal tenderness, and soon signs 
of haemorrhage. The temperature is subnor- 
mal and the pulse very rapid, but the white 
count is elevated, often to 20,000 or even more. 
Some surgeons have held that when the patient 
has bled enough the blood pressure will go suf- 
ficiently low so that bleeding will stop, and they 
therefore advocate a waiting policy, but imme- 
diate operation, followed at once, if necessary, 
by transfusion, is safer. 

Ovarian cyst with twisted pedicle, and uter- 
ine fibroid with the same, will give rise to acute 
pain, symptoms ‘and signs of inflammation, and . 
rapid increase in the size of the tumor, if it was 
known to exist, or the sudden appearance of a 
discoverable tumor which had not been thereto- 
fore recognized. 

The following are mentioned as acute lesions 
in which operation is indicated, but which are 
not common and are only referred to as possi- 
bilities which should be borne in mind :— 


1. Idiopathic peritonitis. 

2. Diverticulitis of the sigmoid, which sim- 
ulates appendicitis but is on the left 
side. 

Diverticulitis (Meckel’s). 

Mesenteric thrombosis. 

Torsion of the omentum. 

Acute pancreatitis. 


MEDICAL CAUSES OF ACUTE PAIN 


Pneumonia, especially in children, may give 
rise to a picture exactly simulating an acute 
abdominal condition, and is frequently con- 
fused with appendicitis. There will often be 
abnormal rigidity and tenderness, with nega- 
tive chest findings; and these, with the elevated 
temperature, pulse, and white count, naturally 
make one think of the appendix. The great- 
est care and thought must be exercised prior to 
operation. At times the decision will be almost — 
impossible, and no safe diagnostic criteria can 
be laid down. I was once ealled to see a four 
year old, boy with an acute stomach-ache; the 
mother suspected appendicitis, but I was sus- 
picious because of the unusually rapid respira- 
tion and the movements of the alae nasi. <A 
pediatrician was called and said it was pneu- 
monia, and the next day a typical lobar consoli- 


dation had developed. Three days later the 
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pediatrician called me in, and that time the 
picture had changed and an appendix abscess 
had developed under our very eyes—showing 
further the difficulties that may arise, as a re- 
sult of the two occurring togeher. 

The acute stomach-aches from indiscretions 
in diet, as from too many green apples, are 
usually too obvious to require discussion. There 
is the history, the lack of temperature, the 
localization of the symptoms in the epigastrium, 
and the relief from vomiting. However, if 
the symptoms persist, the doctor should be sus- 
picious, as in many instances abdominal pain, 
especially in children, is laid by the parents to 
‘“forbidden fruit,’? when it is really a develop- 
ing appendicitis or other organic lesion. 

Influenza may occasionally begin with 
nausea, vomiting and abdominal pain. These, 
together with the fever, naturally make one 
think of an acute abdominal condition, but 
there should not be any localized adominal ten- 
derness or spasm. In an epidemic of influenza 
one would be more likely to think of this, but 
it should be borne in mind at all times. 

Food poisoning is usually associated with ab- 
dominal cramps, vomiting, and diarrhoea, with 
a history of having eaten something unusual. 
The diarrhoea is a suggestive occurrence be- 
cause it ordinarily is not present in the organic 
inflammatory lesions. Food poisoning is due 
to the ingestion either of an endogenously toxic 
substance, as toadstools, certain fish, ete.; or of 
a food which would ordinarily be harmless, but 
which has undergone toxic changes, as meat, 
milk products, cheese, ice cream, fish, or grains. 
The untoward manifestations of these may be 
greatly varied, and all degrees are seen, from 
the very mild to the extremely severe—indeed, 
death may result. I once observed a typical 
and striking example in a Battery of about 110 
men, of whom about 100 were poisoned by 
canned hash. The hash was eaten at noon, 
and the first symptoms began about 8.00 P. M., 
all the men being stricken within the next two 
hours. The symptoms were sudden abdomi- 
nal pain, nausea, vomiting, diarrhoea, weak- 
ness, and in some instances ecollapse.* All the 


men were well the next morning, though weak 
and unable to do much work. 

In tabes about 4% of the cases first become 
manifest in the form of gastric crises, which 
may persist and be the most prominent feature 
of the disease. The onset of the pain is sud- 
den, is of a twisting burning type in the epigas- 
trium (Osler) radiating to the back. Vomit- 
ing, pallor, sweating and weak and rapid pulse 
are present. These attacks may simulate rup- 
tured peptic ulcer or acute pancreatitis, but 
will not show elevated temperature and white 
count. The pain is different from that of gall 
stone or renal colic. 

Herpes Zoster will occasionally give rise to 
pain and tenderness in the upper abdomen, and 
in doubtful cases the herpetic vesicles should 
always be sought for. In one case which I ob- 
served a man who had recently had typhoid 
fever came into the Out-Patient Department 
with extremely severe pain and local tenderness 
and spasm over the gall bladder. The pre- 
sumptive diagnosis of acute cholecystitis had 
been made when a group of vesicles was discov- 
ered on his back, and later the diagnosis of 
herpes was confirmed. 


To sum up, I would reiterate that in any case 
of acute abdominal pain, a eareful history 
should be taken, and a eareful examination 
must be done. While waiting to arrive at a 
diagnosis, no cathartic should be given, though 
enemas are permissible. Morphia must be 
used with the greatest care because it tends to 
mask the symptoms and not only render the 
diagnosis more difficult, but by decreasing the 
symptoms lull both the doctor and the patient 
into a false sense of security. Little or noth- 
ing should be given by mouth. The physi- 
cian, if in doubt, should have a surgical con- 
sultation early. After all, of more impor- 
tance than an accurate diagnosis is the decision 
as to whether or not the condition is surgical, 
and an occasional operation which turns out not 
to have been so urgent is of less damage than a 
life lost because operation has been too long 
postponed. 


ADDRESS OF HENRY M. WARREN BEFORE THE NEW HAMPSHIRE 
SURGICAL CLUB, AUGUST 31, 1925, FOLLOW. 
ING THE ANNUAL DINNER 


Mr. Toast Master, Members of the New 
Hampshire Surgical Club, Ladies and Gentle- 
men :— 

Many years ago, I heard that brilliant and dis- 
tinguished member of your profession, Dr. J. G. 
Holland, read for the first time, his poem upon 
the learned professions. Coming to his own, 
he began as follows: 


There was a saying, many years ago, 
But whether it was true, I do not know, 


That clever parents, canvassing their boys 

With care, amid their nonsense and their noise, 
This good one to Theology assigned, 

And that to Law who held the brighter mind, 
While the poor lad who chanced to be a dunce, 
Was given up to Medicine at once. 


But let that pass—today it is a jest, 
For she requires the brightest and the best— 
All the acuteness that the Law demands, 
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Yoked with the blameless heart and spotless 
hands 

Of him whose sacred ministry is given 

To fit his erring brother man for Heaven. 


and believing, as I do, that the profession today, 
measures up more nearly to this high ideal than 
it has in any previous age, I feel distinctly hon- 
ored at being asked to be of your company. 
You have devoted the previous hours to 


~ learned discussion, and now follows the well- 


earned time of relaxation when you can forget 
your carving knives and anaesthetic cones, your 
heavy responsibilities and stern duties, and un- 
bend a while, like the rest of us. 


Here is an operating table where you ean 
function without nervous strain and ecarking 
eare. A banquet of a Surgical Society should 
be the very safest place at which to indulge in 
unlimited lobster and ice cream. It’s a safe 
gamble that every other member here tonight 
has a stethoscope wound around him somewhere, 
and I have no doube that in an emergency of 
acute indigestion, stomach-pumps and Jamaica 
Ginger are within easy reach in the little black 
bag you have left in the car outside. 

The Medical man in these days is frequently 
a highly necessary aftermath to a banquet. A 
lady had invited her physician to a dinner she 
was giving, but as usually happens, he was too 
busy to attend. Meeting him the next day, she 
said, ‘‘I was so sorry you couldn’t come to my 
dinner, I’m sure it would have done you good.”’ 
‘Tt has already done me good,’’ replied the doc- 
tor, ‘‘I have just prescribed for three of your 
guests. ’’ 

In the good old days—I beg pardon—I mean 
—in the unenlightened days when we were in the 
‘gall of bitterness and the valley of despair,’’ 
it used to be possible to attend a dinner without 
being subjected to serious risk of being poisoned, 
but nowadays the bottle is banished, and the 
sideboard displays only the soup tureen and 
the coffee urn. 

A Seoteh clergyman was invited to tea with 
a new parishioner. On the sideboard were some 
cut-glass decanters and their ruby contents 
made a beautiful picture. When his host ap- 
peared,—‘‘my friend,’’ said the Curate, ‘‘you 
should avoid even the appearance of evil,—I do 
not say that you drink—’’ ‘‘Why, Mr. Marsh,”’ 
interrupted the other, ‘‘they are only filled with 
furniture polish and floor stain—it’s the decan- 
ters I like, they look so pretty—’’ ‘‘Exactly,’’ 
groaned the Curate, ‘‘I repeat—you should 
avoid even the appearance of evil—I took a 
drink from that big one in the middle.’’ ‘‘Served 
him right,’’ I hear someone say, and I suppose 
the only sensible thing is to renounce all spiritu- 
ous liquors once for all—but some of us are 
obstinate and we usually regret it, as did the 
English lady who heard her host, tell his butler 
not to serve champagne as she did not drink it. 


‘‘But I do drink champagne,’’ she said, ‘‘it was 
not the Temperance League that I joined, but 
the Purity League.’’ ‘‘ Ah—’’ returned her host 
vaguely, ‘‘my mistake—my mistake—I knew you 
had given up something!’’ 

We are having a very good time, gentlemen, 
but I doubt if we shall reach that pitch of en- 
joyment attained at a dinner given here in 1823 
when Portsmouth celebrated its two hundredth 
anniversary. After recording that the exercises 
at the North Church were conducted with the 
greatest regularity and decorum, the naive and 
euphuistic reporter narrates that ‘‘a Banquet 
was held in Jefferson Hall, where two hundred 
gentlemen dined together—that Daniel Web- 
ster and other celebrities made after-dinner 
speeches, and that the feast ended amid gen- 
eral hilarity and sentiments of universal benevo- 
lenee.’” That was what they called it in those 
days! 

But let us turn to more interesting matters. 
It is a perilous thing to linger long on the lighter 
phases of things, as the minister found out who 
was dining with a young matron of his congre- 
gation. The clergyman had a good sense of hu- : 
mor—had had some amusing experiences and he 
kept the table in a gale of laughter. Finally, at 
the end of the dinner, his hostess, wiping the 
tears of merriment from her eyes, sighed—‘‘If I 
were a queen, I should certainly revive old cus- 
toms and have a fool at every meal!!”’ 

Your Chairman has introduced me as a Phil- 
adelphian, and there are few places or peoples 
more delightful. The good Quakers very early 
held out a friendly hand to Portsmouth in the 
hour of her bitter distress. Over a century ago, 
this city suffered the calamity of a devastating 
fire that destroyed 272 buildings. The Select- 
men sent out a eall for help, and Philadelphia 
responded with a donation of some Thirteen 
Thousand dollars, which compared very favor- 
ably with New York’s contribution of Four 
Thousand dollars. 

But delightful as is Philadelphia, I am very 
jealous of my New England heritage. My fath- 
ar’s people were Massachusetts pioneers, and 
my mother’s ancestors landed right here at Kit- 
tery, just across the river, and the second gen- 
eration bought land on the York river about 3 
miles from where I come every summer, so I 
hope you will allow my claim that I too am of 
the blood royal, in spite of the fact that I early 
became a transplanted Yankee. 

You have chosen a wonderful old town for 
your Annual Meeting. Six years before the 
Pilgrims landed on Plymouth Rock, Captain 
John Smith gave his name to the Isles of Shoals, 
explored the deep channeled Piscataqua and 
made the first chart of the New England coast. 
Like the Pilgrims, the first settlers suffered 
many hardships, but by 1635 we find them 
well housed, with abundance of food and 
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ample means of defense against the Indians. 

Our ancestors were a religious and law-abid- 
ing race. The first public building was the Meet- 
ing House in which our fathers and mothers 
sat on hard, backless benches sometimes, in zero 
weather with no fire, and listened to sermons 
two hours long and prayers another hour. 

Alongside the Meeting House stood the 
‘‘Cage’’ for the unruly—‘‘for those who slept 
in Meeting, or took tobacco on the Lord’s Day.”’ 
Inside the cage were the stocks and outside was 
the pillory upon which Goodman So & So was 
placed ‘‘for getting drunk and disturbing 
Meeting.’’ 

Also they were staunch supporters of educa- 
tion and in 1669 voted sixty pounds for Har- 
vard College and made it an annual contribu- 
tion for seven years. 

Early in its history, the Town Clerk reeords 
that it was voted that an able school master be 
provided for the Town, and the sole accomplish- 
ment that was insisted upon was, ‘‘that he be 
not vicious in conversation’* thereby giving no- 
tice that loose talk would not be tolerated. 

As the years went on, Portsmouth grew in 
wealth and prosperity. The time came when 
she built the best ships in America, and her 
navigators were known in all ports of the world. 
Her forests, farms and fisheries supplied ample 
cargoes for export, and the return voyages filled 
the wharves and ware-houses with hogsheads of 
sugar, rum and molasses from the West Indies, 
silks, tea and spices from the Orient and car- 
riages, cloth and the best English goods from the 
Mother Country. This commerce brought her 
merchants large fortunes. They built great 
houses and lived in state. .'They wore the finest 
broadcloth, embroidered waistcoats, laced ruffles, 
gold-buckled shoes, powdered wigs, and carried 
gold-headed canes, while the ladies, in their high 
heels, silks, feathers, paint and patches, repro- 
duced in these old streets all the scenes of 
Vanity Fair. 

The roll of Portsmouth’s distinguished citi- 
zens and guests is an impressive one. 

The Royal Governor Wentworth was a pic- 
-turesque character who reproduced in his colo- 
nial capital all the splendors of the Court of 
George the Third. 

Here were welcomed John Hancock, Gerry 
and Rutledge, signers of the Declaration of In- 
dependence, Generals Knox, Sullivan and many 
other officers of the Revolutionary Army. 
Lafayette came here young and handsome, and 
again forty years later in his tottering age. 
Our first American Admiral John Paul Jones 
superintended the building of war ships here 
for many months. 

Here three Royal Dukes found. refuge from 
the French Revolution, and years afterwards, 
one of them, Louis Phillippe, sent back a mes- 
sage of greeting from the Throne of France. 

The first President of the United States Sen- 


ate was Governor John Langdon who adminis- 
tered the inaugural oath to President Washing- 
ton, and his stately house stands here today—a 
gem of colonial architecture. ; 

‘i For nine years ne streets were trod by 

merica’s greatest Constitutio 
‘el. nal Lawyer, Dan 

Harvard and Yale Universities each called a 
President from Portsmouth and the staunch old 
town has never failed to furnish soldiers and 
sailors, scholars and statesmen whenever the 
country has called for patriotic service. 

Slavery was common in Portsmouth in the 
early days. Slaves were held in easy bondage 
and were usually attached and loyal to their 
owners. The slave took the rank of his master 
among his fellow slaves, and dressed nearly as 
well, the servant of the rich wearing gold chains, 
fine linen, silver shoe-buckles and powdered 
wigs. Most of them were freed at the Declara- 
tion of Independence or during the war, but 
many refused to accept their freedom and re- 
mained with their masters all their lives. 

A single remonstrance has come down to us. 
General Whipple on the eve of a battle, observed 
his servant in an ill humor and asked the reason. 
‘*Master,’’ said Prince, ‘‘you are going to fight 
for your liberty, but I have none to fight for.’’ 
‘*Prince,’’ replied him master, ‘‘behave like a 
man and do your duty, and from this hour you 
shall be free.’’ Prince performed his duty 
throughout the campaign, and received his re- 
ward. 

An instance of another kind. In the War of 
1812, a vessel from the port of Portsmouth was 
captured by a privateer. Aboard was a faith- 
ful slave of the owner who alone knew where 
the treasure chest was concealed. Watching his 
opportunity, he brought from below the gold 
for which the cargo had been sold, and buried 
it in a slush-tub, whose greasy mixture was 
rarely used. On arriving at port he was permit- 
ted to leave. He told his captors that he was 
very poor and asked permission to take with 
him that old slush-tub, as the grease would 
raise him a few pennies for a day or two. His 
modest request was granted. He was seen with 
that old tub on his shoulder, marching ashore, 
an object of laughter and sympathy. He depos- 
ited Fifteen Thousand dollars in gold in a safe 
bank, and notified his‘owner that it was subject 
to his order. The entire amount was realized 
by the merchant who built and gave a house to 
his faithful servant. 

Before the discovery of Vaccination for Small 
Pox, it was a frequent custom for perfectly 
healthy people to be inoculated with the virus 
and suffer a light attack of the disease, in order 
to become immune to taking it in the natural 
way. The patient would withdraw from inter- 
course with his friends for three or four weeks, 
and after a slight indisposition, resume his ac- 
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tivities, fearing the scourge no longer. In 1773 
arrangements were made for a general inocu- 
lation in Portsmouth. Shapleigh’s Island— 
right behind the hotel here—was used as the 
‘*Pest Island’’ and parties went there to have 
the Small Pox. These parties were made social 
gatherings. People spent a summer month in 
this manner instead of going to a Watering 
Place. ; 

A lettter addressed to Colonel Wentworth 
bears this postseript: ‘‘Mr. Storer has invited 
Mrs. Martin to have the Small Pox at his house. 
If Mrs. Wentworth desires to get rid of her 
fears in the same way, we will accommodate her 
in the best way we can. I’ve several friends that 
I’ve invited, and none of them will be more wel- 
come than Mrs. Wentworth.’’ 


As late as 1797, young ladies and gentlemen 
went to Shapleigh’s Island to have the Small 
Pox. The record states that ‘‘the flower of the 
Youth and Beauty of Portsmouth were congre- 
gated there in May and June—that the major- 
ity were perfectly well, and made of the affair 
a holiday festival of the gayest description.’’ 

You have all read of the ‘‘Midnight Ride of 
Paul Revere,’’ who roused the countryside to 
resistance the night before the battle of Lex- 
ington, rightly termed the first battle of the Rev- 
olution, because men were killed on both sides 
during the raid—but to patriotic Portsmouth 
belongs the honor of the first armed rising of 
the war. 

Four months before Lexington—this same 
Paul Revere dashed into Portsmouth bringing a 
warning from the Leaders in Boston. The next 
day, over four hundred armed men forced an en- 
trance into William and Mary Castle (now Fort 
Constitution) weakly garrisoned by only a Cap- 
tain and five men, and carried off to a safe 
place up the river about a hundred barrels of 
gunpowder, sixteen of the smaller cannon, to- 
gether with afl the muskets and military stores. 
They released the Captain and his men before 
their departure and no personal injury was 
done to anyone during the entire transaction— 
a fact which reflects credit upon their orderly 
discipline, notwithstanding the violent protests 
and threats of the Royal Governor and his Coun- 

One of the industries of Portsmouth has been 
its fisheries, for nearly three centuries, and a 
story concerning them is full of consolation to 
those of us who have sometimes had the wrong 
end of ‘‘fisherman’s luck’’ out on the shoals 
around these shores. 

When President Washington visited here, 
shortly after his inauguration, he was taken on 
an excursion down the harbor in a barge of state 
rowed by a uniformed crew. They passed out by 
Whaleback Ledge to the fishing banks and fished 
a while. In his private diary Washington re- 
lates that ‘‘it not being of proper time of tide, 


we only caught two.’’ Whether this was the . 
reason, or whether the fish had been frightened 
out to sea by the Presidential Salute of Thirteen 
Guns, given by Fort Constitution on the way 
out—The Father of His Country had no luck 
at all—not even a dog-fish or a sculpin touched 
the Presidential line, and seeing this, a quick- 
witted fisherman who had hooked a cod, rowed 
alongside and handed his line to the President 
who promptly hauled in the fish and handed 
the alert fisherman a silver dollar. History does 
not record who caught the other one—but the 
Presidential prestige was secure. 

The women of Portsmouth were a resolute and 
spirited race. 

A distinguished patriot of the Revolution gives 
this illustration: 

At the ordination of the Reverend Dr. Buck- 
minster, he entered the family pew under the 
charge of his Grandmother. Some male intruder 
had entered and taken possession of her usual 
seat. As he did not heed her request to remove, 
she did not call the sexton, but calmly produced 
a large pin and deliberately jabbed him in the 
arm. Instantly he sprang out of the pew, and 
she was left undisturbed to her devotions. She 
knew her rights—and knowing, dared maintain. 

The New England woman of the early days 
has found many eulogists and has deserved 
them all. She bore her full share of pioneer 
hardships, entered into full participation of all 
the struggles for existence and bore uncom- 
plainingly privation and want. She was the 


sturdy helpmeet of the isolated settler—his | 


cheerful nurse in sickness, his wise counsellor 
in success. 

One of the principal streets of Portsmouth is 
the gift of a woman who donated it to the town, 
and added to it a lot of ground for a school 
house. 

On what was then far frontiers, unadvised 
and unassisted she had to grapple alone with 
every domestic trial and tragedy that comes to 
family life. 

Out of the hundreds of instances of colonial 
woman’s heroism, I will give but a single one— 
of interest to this company because of its quasi 
surgical aspect. 

Early in 1800, on a lonely New England farm, 
a son was born, the fifth and final child of the 
house. | 

The babe was under sized, weakly, with defec- 
tive eyesight, and with deformed extremities 
known as club feet—about as unpromising an 
infant as well can be imagined—apparent!ly 
doomed, under the most favorable circumstances, 
to pass his life as a burdensome dependent upon 
his family, or failing that, to live out a useless 
existence on the cold charity of the Almshouse. 

Did the mother meekly accept it as an inscrut- 
able dispensation of Providence and content her- 
self with merely ministering to its daily wants? 


| \ 
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NOT AT ALL! The helpless child roused| Since an adult human being inhales about 


every fighting instinct of her pioneer blood. She 
took it as a direct challenge to her faith in God. 
No skilled surgeon was at hand to hep, so 
with her own hands she fashioned her rude 
splints, steeled her mother’s heart to the in- 
fant’s eries, turned the poor little feet to the 
front and bound them in their proper place. 
Through the long months she watched over 
the crippled child, giving him every moment she 
could spare from her days of toil, and the time 


came when she had the joy of seeing him walk 


almost as well as his brothers and sisters. 

Then she turned her attention to developing 
his intellectual life and knowing nothing of psy- 
chology and metaphysics, she awakened a mind 
that soon showed unusual promise and power. 

That devoted mother never lived to see the 
full fruition of her years of labor and sacri- 
fice, but before she went to her rest, that erip- 
pled, sickiy boy had become eminent in his pro- 
fession on both sides of the Atlantic and a few 
years later became the President of the largest 
University in New England. 

Such were our mothers, Ladies and Gentle- 
men, avd may we prove worthy of our high 
heritage. 


— 


THE PLIGHT OF RUSSIA 


In an address before doctors and newspaper 
men delivered in Berlin about a month ago Dr. 
Semaskho, Soviet Commissioner of Health, 
stated that there are only 33,000 physicians to 
‘serve the 140,000,000 Russians. Since the doc- 
tors in the Soviet States are public employes 
and no more money is available for salaries for 
physicians there is no inducement for other 
physicians to migrate to Russia. Although 
private physicians are not barred from prac- 
tice very few have much to do. 

In the United States we have over 153,000 
physicians serving a population probably not 
exceeding 115,000,000 people. 


AIR FOULED BY SMOKE AND SOOT 


THe Chicago Health Department has pub- 
lished a statement in the Bulletin of December 
first setting forth that air fouled by smoke and 
dust is responsible in some measure for the in- 
crease of respiratory diseases in the winter 
season. 

It is claimed that $32,000,000 worth of prop- 
erty damage in Chicago can be attributed to 
these agencies, 

A prominent expert in diseases of the respi- 
ratory organs in Boston feels very strongly that 
every effort should be made to diminish smoke 


and gases, caused by the combustion of soft 
coal, 


thirty pounds of air daily, or in other words, 
four times the intake of food and water com- 
bined, it behooves everybody to unite in efforts 
to do away with the smoke nuisance. In ad- 
dition to the deleterious effects of smoke-laden 
air outlined above, it is believed that the ultra 
violet rays in sunshine are obstructed when 
passing through such air to the extent of about 
30 per cent. This would be a definite factor 
in considering the development of rickets. 

Considerable space has been given in the 
daily press to instructing householders in the 
technic of firing heaters, using soft coal in ways 
which will materially eliminate smoke and un- 
burned gases. It behooves everyone who has 
the care of such heaters to apply the instrue. 
tions published. 


MORTALITY RATE FOR WEEK ENDING 
NOV. 28 


TELEGRAPHIC returns from 67 cities with a 
total population of twenty-nine million for 
the week ending November 28, indicate a mor- 
tality rate of 11.9 as against 12.1 for the corre- 
sponding week of last year. The highest rate 
(17.9) appears for Lowell, Mass., and the lowest 
(6.2) for Fort Worth, Texas. The highest infant 


mortality rate (159) appears for Kansas City, 


Kans., and the lowest for New Bedford, Mass., 
and Salt Lake City, Utah, which reported no in- 
fant mortality. 

The annual rate for 65 cities is 12.7 for the 
forty-eight weeks of 1925, against a rate of 
12.4 for the corresponding period of 1924.— 
Department of Commerce, Washington. 


THE VALUE OF HEALTH 


HEALTH is not of immeasurable worth. It 
is a part only of that larger life which is the 
goal of our endeavor. Yet an equable mind, a 
strong and graceful character, creative ability, 
scholastic achievement—all the finest qualities 
of life—depend upon the normal functioning 
of the human machine. 


Medical research is showing more plainly 
every year that the rhythm of our being is dis- 
turbed more easily than we had supposed. A 
perfectly running machine, even in youth, is 
rare, and many unobtrusive defects secretly 
proceed to serious results in what should be the 
heyday of life. 


The average person not only lives far short 
of his possibilities for physical well-being, but 
very commonly is so unaware of his loss that 
he is content with physical mediocrity. Too 
little of dollars, interest, and time is spent in 
the purchase of health—Antioch Notes. 
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CASE 11521 
MeEpIcaLt DEPARTMENT 


A railway crossing tender Seventy years old 
entered September 15 complaining of increasing 
weakness and dyspnea of two weeks’ duration. 
His father died insane, it was thought because 
of a sunstroke. 

Forty years before admission the patient had 
a sunstroke. He now had to keep out of the 
sun. Sixteen years before admission he had 
malaria for three weeks. For several years he 
had had gas and ‘‘indigestion”’ at intervals. The 
last attack was the winter before admission. He 
urinated four or five times at night and two or 
three times by day. 

Two months before admission he began to 
belch gas, more after meals and especially after 
eating rich or fried foods, but more or less all 
the time except before breakfast. This symp- 
tom became worse. With this he had an increas- 
ing gnawing sensation and ‘‘faintness in the epi- 
gastrium’’ if he did not eat on time. This was 
usually relieved by right food—milk, crackers, 
ete.—also by soda water and hot water. He had 
never tried bicarbonate of soda. Occasionally 
he had the gnawing pain within three minutes 
after eating, particularly if the food was rich. 
He had had anorexia for six weeks. For several 
weeks he had had slight ‘‘dyspeptic’’ cough, 
and had passed considerable gas by rectum. His 
bowels were naturally constipated. This had 
grown worse. Since the onset he had been 
troubled with much mucus in his throat in the 
morning. In trying to raise this he gagged and 
nearly vomited. He had had no nausea or vom- 
iting for two weeks. The last attack was slight 
and occurred directly after eating applesauce. 
There was some tenderness in the left abdomen. 
With the gas pain he had palpitation, which 
became very much worse and now occurred upon 
the slightest exertion. For a month his fingers 
had tingled in the morning and were ‘‘not good 
for anything.’’ This condition would very rap- 
idly disappear. For two or three weeks he had 
had oecasional cramps in the calves of his legs at 
night, relieved by stepping on the floor. For 
two weeks he had had increasing dyspnea and 
weakness, so that for some days the week before 
admission he had to take a taxi to go to his 


work, a quarter of a mile, and could hardly 
climb twenty-seven stairs at his home. For a 
week he had had a sore tongue. Three days be- 
fore admission he gave up work. Since the 
onset he had slept more and more poorly. He 
had occasional mild headaches, usually frontal. 
He was dizzy and fainted if he walked rapidly. 
He had recently had some urgency in urination. 
His best and usual weight was 218 pounds. In 
two months he had lost about fifty pounds. 

Examination showed a very sick and anemic 
looking man, well nourished but showing evi- 
dence of considerable loss of weight. There were 
two wens (?) on the back. The mucous mem- 
branes were pale. The tongue was geographical 
(?) and showed mycotic growths along the edge. 
A throat consultant made a diagnosis of chronic 
glossitis; no evidence of malignancy. The pal- 
pebral fissure was smaller on the left, with pos- 
sible exophthalmos. There was bronchovesicular 
breathing and increased whispered voice at the 
right apex, probably within physiological limits. 
The breath sounds were emphysematous. The 
apex impulse of the heart was not found. The 
left: border of dullness was 12 em. from midster- 
num, 3 em. outside the midelavicular line. The 
right border of dullness was not determined. 
The supracardiac dullness was 7 cm. The in- 
crease was especially to the right. The-action 
was regular. The sounds were of poor quality. 
There was a systolic murmur at the apex and the 
aortic area transmitted up into the neck. The 
blood pressure was 148/50 to 140/55. Electro- 
cardiogram showed auricular and ventricular 
premature beats, rate 80. The abdomen was en- 
larged. The liver was just palpable in the right 
upper quadrant. In the epigastrium however 
the edge (?) descended further. There was 
tenderness in the epigastrium. The visiting phy- 
sician found a mass in the upper abdomen. 
There was bilateral inguinal hernia, especially on 
the right. Rectal examination showed the pros- 
tate diffusely enlarged. The pupils were small 
and sluggish, but did react. The knee-jerks 
were normal. 

The temperature was 98° to 104.6° by rectum, 
the pulse 80 to 120 with one rise to 155 Septem- 
ber 22, the respiration 22 to 60. The amount of 
urine is not recorded. The specific gravity was 
1.020 to 1.010, one to occasional leucocytes per 
high power field, renal function 25 to 45 per 
eent., residual urine 140 to 120 c.c. The blood 
showed 14,000 to 29,000 leucocytes, 85 per cent. 
polynuclears, hemoglobin 40 to 30 per cent., 
1,980,000 to 2,800,000 reds, with very slight an- 
isocytosis and very rare megalocytes, polychro- 
matophilia and stippling ; no achromia ; platelets 
normal. Two Wassermanns were negative. The 
stools showed no macroscopic blood, but gave a 
positive guaiac at four of five examinations, 


three times very strongly positive. The fasting 
contents of the stomach were 5 e.c., free HCl 
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15 ec. N/10 NaOH, total acid 25 e.c., guaiae line was everywhere 


positive. A test meal gave 30 ec. free HCl 
5, total acid 15, guaiace negative. Microscopic 
examination showed starch granules and fat 
droplets. The blood sugar non-fasting was 119 


mgm. X-ray showed increased supracardiac 
dullness, apparently due to tortuosity of the 
aorta. There was no actual increase in the 
diameter of the aorta. The knob was a little 
prominent. The heart measurements were as 
shown in the diagram. The increase in the trans- 
verse diameter was due to enlargement of the 
left ventricle. The lung fields were clear. The 
stomach was high, small, hypertonic. The out- 


smooth. The stomach 
emptied very rapidly. 
There was no six hour 
residue. The cap ap- 
peared smooth. At the 
end of twenty-four 
‘hours the tail of the 
barium meal was in 
the rectum. The ce- 
cum was smooth and 
freely movable. The appendix was not seen. 
Impression, no definite evidence of organic dis- 
ease of the stomach or duodenum. An opaque 
enema entered the large bowel encountering no 
obstruction. As far as could be seen there were 
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no defects in outline. The cecum was 
freely movable. No barium was 
the terminal ileum. The large amount of gas 
present prevented accurate study of the finer 
details. 
_ A urological consultant advised leaving a four 
ounce residual alone in this patient unless ob- 
struction intervened. A surgical consultant could 
not explain the temperature and asked for a 
blood culture. It was done, and was sterile. 
It was thought that the mass in the left upper 
quadrant descended with respiration. The vis. 
iting physician however thought not. The tongue 
was very tender and red and coated with a white 
material which was seraped away with difficul- 
ty. Orange juice was soothing to the tongue. The 
patient ran a fever at least every other evening, 
usually preceded by a chill. Smears for malaria 
taken at the time of chills were negative. Quin- 
ine gave no benefit. The bowels moved daily. 
The patient became increasingly hoarse and the 
es more and more sore. September 29 he 
ied. 


DISCUSSION 
BY DR. RICHARD C, CABOT 
NOTES ON THE HISTORY 


If this man really did have a sunstroke forty 
years before (of course there is considerable 
chance that he did not, because people use that 
term so loosely) I shall be interested to see if 
his brain shows anything, because we get so few 
necropsies on sunstrokes. 

One always suspects when anybody of his age 
is troubled with gas that it is a heart symptom. 
I do not think anybody has ever explained, cer- 
tainly not to my knowledge, what the connection 
is between heart weakness and flatulence. But 
there certainly is such a connection. 

I will venture to say that the man who took 
this history had taken a good look at him and 
knew where he was coming out—because these 
finger and tongue symptoms of course make one 
think of pernicious anemia. : 


NOTES ON THE PHYSICAL EXAMINATION 


We cannot have exophthalmos with a small 
palpebral fissure, can we? It must mean on the 
other side. 

The blood pressure shows a considerable 1n- 
crease of pulse pressure, which is common in ar- 
teriosclerotics. 

What strikes me is that if this man had hap- 
pened to enter surgically he would have had his 
prostate taken out. He happened to enter medi- 
cally and so the history is different. 

The absence of achromia is important. A blood 

hich shows as much anemia as that and no 
achromia is likely to be of the pernicious type. 
I judge that the smear looked nearly normal. 


Dr. Means: The positive tests for HCl ex- 
clude pernicious anemia. 

Dr. Casor: Yes. I do not know of any ex- 
ception to that. Now we will ask Dr. Holmes 
if he will demonstrate the X-rays. 

Dr. Hotes: This plate shows the lung fields. 
I should think they were pretty nearly normal. 
There is nothing of much interest. The diaph- 
ragms are in the usual position and move nor- 
mally. The next plate is taken to show the 
condition of the heart. He is described as hav- 
ing an increase of supracardiae dullness. The 
aortic knob is distinetly prominent and there is 
some increase in the cardiae shadow to the left. 
When we turned the patient around in the flu- 
oroscopic observation we were able to see that 
the increase in supracardiae dullness was due 
to a tortuous aorta and not to an actual dilata- 
tion. This is the characteristic picture of ar- 
teriosclerosis, with some hypertrophy of the left 
side of the heart. 

Dr. Casor: There is nothing here to suggest 
adherent pericardium, is there? 

Dr. Hotmes: No. We have to have quite 
definite signs before we can say anything about 
that. The gastro-intestinal tract is practically 
negative. The plates are not of much value. 
The fluoroscopic note describes everything as 
being normal. Here we can see faintly the 
fundus of the stomach and can see that it is 
high. From the man’s chest and the position of 
the diaphragm I should not think he would have 
a high stomach. He is the ptotic type of person. 
The very fact that this stomach is high might 
lead us to think that there is something below 
the stomach pushing it. up. That is the only 
evidence we have of anything abnormal in the 
abdomen. The barium enema was also negative. 
It shows the outline of the colon fairly well. I 
think we can be fairly sure that there is no ex- 
tensive lesion in the gastro-intestinal tract it- 
self, but there is a suggestion of something in 


the abdomen. 


Dr. Canot: That is very important evidence, 
because with such an anemia as that, as soon as 
we begin to feel sure, as Dr. Means pointed out, 
that it is not pernicious, we begin to wonder if 
it is gastric cancer. That can of course have 
acidity in the stomach. You did not see any evi- 
dence of gastric cancer? 

Dr. Hotmes: No. 

Dr. Casot: The thing that strikes me is that 
he ought to have some pus in him. He has chills 
leucocytosis, fever, and the question is, where is 
the pus? Dr. Holmes has ruled out the chest 
pretty well. Nobody has said anything about an 
antrum or anything in the arms or legs. I be- 
lieve he has some pus in his abdomen. Where 
ean it be, with nobody knowing any more about 
it than we do? I do not see that his urological 
tract has been followed up. I do not see that 
we know that he has not some pus around or in 
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his left kidney. I suppose he could not have a 
diverticulitis without more local symptoms 
than this. I do not know much about divertic- 
ulitis. Surgeons get most of these eases. 

Dr. Hotmes: They usually show. We often 
miss them because we do not make an examina- 
tion after the colon is empty, but we get them 
if we look earefully. 

Dr. Means: We had a patient with diverticu- 
litis not long ago, and the diverticula showed 
plainly in the cecum, and there was a definite 
filling defect in the sigmoid. 

Dr. Houtmes: Yes; where there is an abscess 
pressing on the gut we ought to get a filling de- 
feet. 

Dr. Casor: Every now and then we get fooled 
on an abscess starting in the spine and going 
down the sheath of the psoas. I do not see that 
we have anything to point to that. No one has 
said anything about his backbone being stiff, or 
about anything in his inguinal region. 

Dr. Means: On October 16 Dr. Aub said 
there was ‘‘a mass.’’ That was the first time 
anything was discovered. On the 22d he thought 
the mass was retroperitoneal, very possibly can- 
cer of the pancreas, and ‘‘I don’t think it moves 
with respiration, and apparently is lying right 
on the aorta.”’ 

Dr. Casor: I do not believe that cancer 
alone, without some complication, could give him 
such chills. And if he had eancer I do not 
know where to put it. So that I think the best 
guess I can make is suppuration connected with 
the urinary tract, in or around the kidney. That 
is retroperitoneal, as apparently Dr. Aub 
thourht this was. 

Dr Hovmes: If he had an abscess around the 
left kidney he should have a high fixed diaph- 
ragm. We did not find that. The diaphragm 
is in about normal position, and we have no notes 
that it did not move normally with respiration. 
It looks as though it did. 


Dr. Casor: I don’t think I have any more 
light. I should like to get everybody’s diag- 
nosis written down. Dr. Means, do you know 
what you would have thought if you had not 
seen this diagnosis? 

Dr. Means: No. 

A Paystcian: Were you thinking of peri- 
nephritie abscess? 

Dr. Casot: Yes, perinephritic or an abscess 
in the kidney or its pelvis. But I should judge 


from what Dr. Holmes says that both those 
things are very improbable, and I have no alter- 
native. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 
Carcinoma of the pancreas. 
Secondary anemia, severe. 
Sepsis? 
DR. RICHARD C. CABOT’S DIAGNOSIS 
Abseess, perinephritie or renal. 
ANATOMICAL DIAGNOSIS 
1. Primary fatal lesion 


Carcinoma of the small intestine (ruptured). 


2. Secondary or terminal lesions 
Peritonitis. 
Acute hyperplasia of the spleen. 
Edema of the lungs. 
Vegetative endocarditis (mitral). 


3. Historical landmarks 


Cirrhosis of the liver. 
Double inguinal hernia. 


Dr. Ricuarpson: We should like to know 
where thut tumor was, but the record reads. 
‘*Small intestine: in the upper part there is a 
large scirrhous growth eight by eight centimeters 
‘in diameter, and ruptured. The omentum has 
eovered the ruptured spot. There are no metas- 
tases from this growth visible.’’ Lower down 


however it states that ‘‘the pancreas contained. 


some tumor metastases in the head.’’ That is 
all it says about the condition. I was hoping 
that Dr. Holmes would have an X-ray that 
would show where it was. Usually cancers of 
the small intestine occur in the duodenum and 
with some relation to the head of the pancreas. 
So that possibly it may have been in the duod- 
enum with some metastasis into the pancreas. 
They called it carcinoma of the small intestine. 
This record of the anatomical conditions is quite 
inadequate. 

The microscopic examination states that it is 


regarded as being a carcinoma of the small in- 


testine. 

The head was not examined. 

The liver weighed 1530 grams, was finely nod- 
ular and very hard, with an increase of fibrous 
connective tissue. 

In regard to the endocarditis: the note is **mi- 
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tral valve, three or four small vegetations. The 
other valves apparently negative.’’ The heart 
weighed 360 grams, and was a little larger than 
normal. There was edema of the lungs, but no 
pneumonia apparently. The mesenteric and re- 
troperitoneal glands were negative. That is 
about all I can make out of it. In addition of 
course there was the purulent peritonitis. 

Dr. Casot: Was it a general peritonitis? 

Dr. Ricuarpson: Apparently, from the de- 
scription: ‘‘the cavity contains a large amount 
of seropurulent fluid.’’ 

Dr. Casor: Is not cancer of the small intes- 
tine very rare? | 

Dr. RicHarpson: Yes. That is why I was 
hoping that the X-ray would help us. 

Dr. Casor: This is just the place where 
X-ray cannot help us, because it is too high up 
and too low down. 

Dr. Hotmes: The reason the stomach is high 
is because of the peritonitis. Tumor would not 
push it up. Distension with gas pushes it up. 


CASE 11522 
DERMATOLOGICAL DEPARTMENT 


On October 27, 1925, an archaeologist aged 
forty-three stated that ten days after the end 
of a return voyage from Europe by second 


eabin he noticed swelling and itching of the 


palms and soles. This process was accompa- 
nied by a more or less generalized skin erup- 
tion and by sore throat and a feeling of lassi- 
tude. 

Inspection revealed an outburst of vesicles so 
numerous that they touched each other and in 
profile elevated the skin of the palms and soles 
so that it looked like a bubbling surface. These 
vesicles were deep, as they usually are under 
the thick horny layer in these parts. | The 
vesicles, however, had a different appearance 
from those associated with cases of ordinary 
dermatitis venenata. They looked tougher, 
more resistant, thicker coated, and resembled 
in many ways grains of cooked sago. Further 
inspection showed a widespread brilliant red 
maculopapular eruption on the legs, arms and 
trunk, the legs being especially attacked. On 
looking into the mouth one noted a _ general 


‘ dusky red suffusion, particularly emphasized 


on the tonsils and the posterior pharyngeal 


wall. There was no detail to this stomatitis, 
tonsillitis and pharyngitis; it was simply a 
uniform but exaggerated congestion perhaps 
more suggestive of the excessive use of tobacco 
than of anything else. 


No symptoms but those of itching and lassi- 
tude were acknowledged. 


Treatment recommended consisted of rest, 
the lightest of diets, hot fomentations of satu- 
rated aqueous solutién of picrie acid to one 
foot and hand and of hot one per cent. aqueous 
solution of permanganate of potash to the other 
hand and foot, and to the general cutaneous 
rash a wash of phenol 2, calamin 4, zine oxid 
and glycerin aa 8, distilled water ad 250. 

On October 30 the patient reported that the 
throat symptoms had subsided the day follow- 
ing the first visit. The vesiculation of the feet 
and hands had subsided markedly—the smaller 
blisters were quite gone and the larger ones 
were flabby. Subjective symptoms were quite 
absent. The general rash had paled and the 
lesions had subsided to the skin level. RR. Con- 
tinue applications. 

November 6. An extraordinary recovery, 
in all probability due to the creation of anti- 
bodies. Nothing specific is visible. The oral 
cavity is normal in appearance. Dead vesicles 
are left in palms and soles and the general 
cutaneous surface is desquamating. fk. Paste 
of salicylic acid 0.65, zine oxid 2, corn starch 
and vaseline aa 15. 


DiIscussION 
BY DR. CHARLES J. WHITE 
DIFFERENTIAL DIAGNOSIS 


In the differential diagnosis the condition of | 
the throat and oral cavity would, I think, prob- 
ably be mistaken for a smoker’s irritation, the 
congestion in a man who smoked ten to fifteen 
pipes or eight cigars a day. I think also that 
this throat might be taken for a syphilis before 
any mucous plaque had developed, an initial 
stage, so to speak, of mucous plaques. I think 
the uniformity of this eruption, that is, noth- 
ing but suffusion, nothing but erythema, would 
rule out almost everything else. We should not 
confuse it with scarlet fever, ete. This gener- 
ally uniform appearance would rule out almost 
anything except the smoker’s mouth and the 
early stages of syphilis. 
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When it comes to the general eruption I do 
not think anybody could be sure of the diagno- 
sis. It could be eczema, of course, because we 
generally call anything eczema when we cannot 
make another diagnosis in a simple inflamma- 
tion of the skin. It had no qualities outside of 
general redness and slight infiltration. When 
we come to look at the vesicles on the palms 
and soles, the difference between these vesicles 
and the vesicles due to a dermatitis venenata 
would be very marked to the expert, but of 
course not so easily differentiated by a man 
who was not used to the details of examination 
of the vesicles of the skin. The vesicles in this 
disease can all be very superficial, so that there 
is no possibility of identification. But when 
they occur deep in the skin where they seem to 
have a very thick, rough horny layer over them, 
where they seem to be very difficult to rup- 
ture, I think one who is used to this particular 
disease would easily see and appreciate the dif- 
ference between this and the ordinary vesicles 
of dermatitis venenata. 


The limitation of these vesicles to the palms 
and soles I think would be unusual in derma- 
titis venenata. It is hard to think what a man 
would do to get them only in these areas. He 
certainly would not walk on all-fours in the 
woods; and now that the Kneipp cure is over ] 
think few people would walk with bare feet 
on the grass in late October. So the location 
of the vesicles would tend to make people feel 
that this was unusual, and we have found such 
a distribution of vesicles common in this partie- 
ular disease. 


The reason I chose this disease when I was 
requested to speak here is the fact that this 
disease should be advertised. Of course some 
of us have been interested over a good number 
of years and have written a good deal about it, 
but those articles are always published in spe- 
cial journals where the general practitioner 
does not see them. It seems rather a pity, and 
I rather doubt the advisability of the policy of 
the Journal of the American Medical Associa- 
tion in giving up all special skin articles to the 
Journal of Dermatology. I chose this disease 
because we are dealing with a condition which 
has grown from practical nothingness to the 
third or fourth most frequent skin disease. 


This disease is a form of ringworm which we 


do not call ringworm, because it is not at all 
like the ordinary ringworm that we have been 
brought up with; it has not the bald places in 
the scalp, the circinate figures or the non-hairy 
parts. We call this epidermophytosis. 


Dr. Sabouraud of Paris, who has written more 
on the subject of ringworm than any other man, 
stated that this type is due to the epidermophy- 
ton inguinale. People who have studied the 
cultural side of this question have told us that 
not more than half of these cases are produced 
by this particular organism; in other words, 
the trichophyton, which is the organism we are 
used to, can produce this. Why the modern 
trichophyton can do things it never did before 
has not been explained. This disease is now 
called epidermophytosis to distinguish it from 
the better known types of ringworm, but it is 
ringworm, 


Dr. Cazot: Do you still use the term ‘‘ring- 
worm ?’’ 
Dr. WHITE: There is a difference of opin- 


ion. Knowing that this infection can be pro- 
duced by an epidermophyton or a trichophyton, 
the world at large has not settled on any term. 
Personally I call it epidermophytosis, because 
the men I am talking to know thereby that it 
is not the ordinary ringworm. 


Dr. Casor: 
lesions ? 


Can you find the fungus in the 


Dr. Waite: One can if one knows how and 


if one has had long experience. The most ex- 
pert man does not claim that he can find them 


in more than seventy-five per cent. of the cases. 
This is special work. In the old ringworm 


we used to scrape the skin or pull out a hair, 
put it on a slide with a high-power lens with 
the light considerably shut off, and find the or- 
ganism easily. But in this disease we have to 
hunt .for the organism; we cut the top off the 
vesicle, tip it upside down, and treat it as we 
treat all ringworm tissue for examination. We 
have to take scales at the periphery of the lesion 
and pull them away. Those are the scales 
which seem to be the only ones which contain 
the fungus. Even despite this technique not 
every man finds it every time. A man will 
begin with fifteen or twenty-five per cent. of 
efficiency and gradually work up his skill in a 


good many months to seventy-five per cent. In 


other words, it is difficult to find this organism. 
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Dr. Casot: And without that you have no 
certainty of diagnosis. 


Dr. WHITE: No, except by clinical expe- 
rience. 
Dr. Cazot: What difference is there be- 


tween the various organisms morphologically ? 

Dr. WHITE: That is a pretty difficult ques- 
tion. The species of this plant are about as 
numerous as the weeds in the field. Morpholo- 
gically it is smaller than most of the ringworms 
we have ever dealt with. That is one reason 
we miss it so often. This organism very sel- 
dom shows what we call spores; we see only the 
mycelium cut up into septa; whereas in the 
small-spored ringworm we usually find only 
spores and in the large spored ringworm we see 
only mycelium, which is like a train of freight 
cars, with the different units a little different 
in length but all about the same width. In 
other words, I think when we are dealing with 
the epidermophyton we are going to find a 
smaller organism and not to find the so-called 
spores. 

Dr. MEANS: 
of the disease ? 

Dr. Wuite: Of course being an infectious 
disease it is surely contagious. But in my 
studies I have found that only about four and 
a half per cent. of the cases I have seen are in 
the same family,—man and wife, two brothers, 
or sister and brother. The only explanation 
is that many of us are really immune. 

It is very difficult to know where this infee- 
tion arises. [I feel that the great boom in 
woolen stockings following the war was a fae- 
tor. I think this cause had much to do with 
many cases of ‘‘trench feet.’’ I had an army 
officer come to see me during the war. He was 
suffering the tortures of the damned, and he 
described them very vividly. I said, ‘‘If you 
will put your description down on paper you 
will give us the best description of this disease 
that anybody has ever had.’’ He did, and it 
was a beautiful piece of writing, graphic be- 
yond words, because the man knew what he 
was talking about. 


What about the contagiousness 


Wool and leather seem to be among the prob- 
able causes of this disease. On the other hand 
I have known it to arise in two instances from 
shower-bath floors. I once went to a boarding 


school and found six boys all with this condi- 
tion on the feet. I asked the matron, ‘‘What 


is the difference between these boys and all the 
others?’’ She said, ‘‘These particular boys 
all use the same shower-bath.’’ Then there is 
an example where twenty-three golfers were in- 
fected on the feet, probably from the shower- 
bath floor. Finally, I have a very distinct feel- - 
ing that when we cannot explain the source of 
infection we may say the people may receive it 
from the air directly. If we put a pair of shoes 
in a closet and don’t go near them for a time, 
and if we have any damp weather, we shall find 
green mould on them. That is leather, and I 
do not see, if we are susceptible, why we cannot 
get a mould to grow on our skins in the same 
manner. I admit that our skins are washed 
oftener than leather is. 


Dr. Casor: Is the localization on the palms 
and soles accounted for wholly do you think by 
contagion from stockings and gloves, or is there 
a special sensitiveness there? 

Dr. WHITE: No. I am quite sure, so far as 
one can be sure, that a certain amount of in- 
fection is from golf-sticks. I am very sure 
that one man got his disease from a pair of 
driving reins. I am very sure—positive as 
nearly as I can be—-that a riveter got his from 
a pair of horsehide gloves which he wore for a 
few days in very hot weather. 


Dr. Casot: You have spoken only of derma- 
titis venenata. Aren’t there a great many 
other things to be considered in differential 
diagnosis ? 

Dr. WuHITE: We have been speaking only 
of the vesicular form of the disease. That 
constitutes only about a quarter of the cases. 
We have the vesicular form, which constitutes 
in my practice 24.8 per cent. of the cases; we 
have the scaling form, which constitutes 22.8 
per cent. The scaling type is what the gen- 
eral laity knows very little about. I dare say 
if a third, or at least a quarter of the people 
in this room looked between the: fourth and 
fifth toes this quarter would find a very deli- 
eate scaling or fissuring of the skin. 

Dr. Casot: The so-called ‘‘soft corn?’’ 


Dr. Wuite: That is what I call the macer- 
ating form, where we look in and see this sod- 
den white skin. And no matter how dirty the 
neighboring skin this pathologie area will al- 
ways be dead white. We can often have a 
case where maceration has gone on to such an 
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extent that a cast is formed in the fourth inter- 
space. 

Now the macular form is the type we have 
known of longest. As far back as 1869 this 
form of the disease was known as eczema mar- 
ginatum. As far back as 1869 three different 
observers found the organism. This is the 
easiest type of all to identify; it is the ‘‘jockey 
strap itch’’ of the athlete, the ‘‘red flap” in 
eommon terms. This constitutes 21.8 per cent. 

Then we have the macerated form (10.3 per 
cent.), the papular form (3.5 per cent.), the 
callous form, which is interesting because a 
great many of the calluses on our feet prove 
to be of this origin, perhaps helped by faulty 
shoes, perhaps weakened by poor position of 
the foot.. Then we have the keratotic form 
(2.6 per cent.). | 

Finally we have something that has not been 
known long, and that is the rash in this patient. 
This rash was not epidermophytosis, but is per- 
fectly analogous to the rash of scarlet fever. 
This man had the disease so acutely and at the 
moment had so little resistance to it that nature 
got busy and produced antibodies and cured 
the man in two weeks. Ordinarily six weeks 
is doing pretty well. That is what makes this 
particular case interesting, and why I thought 
it was a fit subject to present here, because we 
get this one more form of erythema to be ac- 
counted for in general practice. So that, like 
all these things, the more we know the more if 
makes the practice of medicine difficult. 

Dr. CasoT: Which is the form that used to 
be ealled ‘‘dhobie iteh?’’ 

Dr. WuiTtE: That is a general term for the 
whole disease. It is Philippino for laundry- 
man’s itech. I do not think anybody in the 
Philippines has ever written a detailed account 
of dhobie itch. | 


Dr. Means: If an immunity is established 


can you do anything in the way of specific 


treatment ? 

Dr. Wuire: That is the difference I think 
between artificial immunity and nature’s im- 
munity. For the old-fashioned ringworm we 
have the so-called trichophytin, just as we have 
tuberculin, and success in its use is about par- 
allel. Some men can be successful with it and 
the bulk of people are not. Nobody has made, 
so far as I know, an epidermophytin. This is 


a most obstinate disease. These patients keep 
coming back, although naturally a certain pro- 
portion get well, some of them very quickly. 

Dr. Means: Do you use anything except 
drugs on the skin? Does radiation help? 

Dr. Wurite: I think the X-ray is the best 
treatment. I think the reason for that is the 
fact that X-rays dry up secretions, and all 
plant life requires moisture. It is common to 
find sweaty hands and sweaty feet in this 
disease, and this condition renders the soil 
much more favorable to plant life. And I do 
believe that the suecess of X-rays, which is the 
greatest of all in this disease, is due to the fact 
that the grease and sweat glands are rather re- 
tarded in their functions by the use of the 
X-ray. 

Dr, Casor: If a person who did not ordi- 
narily have sweating of the feet suddenly be- 
gan to have it with a good deal of desquamation 
would it be a good guess that it was this 
disease ? 

Dr. Wuite: I should think so. Between 
the fourth and fifth toes is the place to look 
whenever anyone comes to us. The little toe 
in our modern shoes is squeezed up against the 
fourth toe, so that we have more moisture in 
consequence and a distinctly unhealthy condi- 
tion of pressure. 

Dr. Cabot: Do you ever have constitution- 
al manifestations, fever and leucocytosis? 


Dr. WHITE: I am not sure about the leucocy- 
tosis, but I have seen people with fever. In 
the ectothrix ringworm we have a form derived 
from horses which produces old-fashioned 
kerion Celsi, where we can get quite a marked 
fever. We once had a man in Ward G run- 
ning a temperature of 104° for about five days. 
This particular form gets well by nature. 
Nature gets busy, and the treatment under 
those circumstances is practically nil. I do not 
think local treatment is really necessary or 
amounts to much. 


What I want to bring out here tonight is the 
prevalence of this disease and the fact that it 
is not known to mary doctors. It is not in 
the textbooks under one heading. It is scat- 
tered about here and there, and I do not know 
how the average man is to learn about it. The 
text-books are extremely slow in developing 
this chapter. This infection has become such 
a problem that the United States Government 
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Health Service is working on it. It is going 
to be the subject for discussion in the American 
Dermatological Society next spring. 

Dr. Casot: I think some of the figures of 
the inerease in your own cases would be inter- 
esting. 

Dr. Wuite: Of course we have always 
known about ‘‘red flap’’ since 1869. But some- 
thing started this disease in this country about 
1912, because in 1910 I saw three cases, in 1911 I 
saw 5, in 1912 11, in 1913 14, in 1914 20, in 
1917 25, in 1918 31, in 1919 79, in 1920 87, in 
1921 131, in 1922 118, in 1923 148, in 1924 
141, and in 1925 to November 18 153 eases; 
thus starting in 1910 with 3 cases, and in 1925 
up to this date totaling 153 cases. Of course 
a great deal of that is due to my increased 
knowledge. But this is a problem. It ranks 
third or fourth in prevalence in all skin cases. 

Dr. Casot: Is it the same in hospitals as in 
private practice? 

Dr. Wuite: Not quite the same. Perhaps 
the people are not quite so observant or 
solicitous. 

Dr. Cazor: Is itching the chief complaint? 

Dr. Waite: It may be entirely absent, but 
it is the only subjective complaint. The itch- 
ing ean be beyond words. 

A. Puysician: What other causes would 
you distinguish in maceration of the toes? 

Dr. Wuitre: Dr. Cabot has alluded to ‘‘soft 
corn.’’ Of course that is not a scientific term ; 
a good many ‘‘soft corns’’ are nothing but this 
disease. The only other process, particularly 
if it is found between the fingers, is another 
disease due to yeast. In some of the stout- 
fingered Jewish housewives we see very nearly 
the same appearance. Of course the macera- 
tion is not so thick because there is better aera- 
tion between fingers than between toes. But 
we see the same maceration with a little bit of 
anger around the edge. That is due to the 
yeast, and is called dermatitis saccharomycetica. 
Personally I attribute this infection to the fact 
that Jewish housewives do not often use soap in 
dish washing; they either use kosher soap or 
none at all. They are beginning now to use 
washing powders, but that somehow or other 
does not seem to keep the water sweet as soap 
does. That is one reason why dermatitis 
saccharomycetica is found in this particular 
race. We practically never see it in a man, 


but I did encounter such a case in a man the 
other day. That man was a dish-washer. He 
said he used powders so strong that they would 
almost burn the fingers. Such strong powders 
may be a cause of weakening the skin and open- 
ing it up to infection. This process is not far 
off objectively from a diphtheritic membrane. 
I have seen diphtheritic membrane between the 
fingers. In the fingers one would have to 
think of diphtheria. 

A Puystcran: You would rule out chafing? 

Dr. Waite: Chafing would not give macer- 
ation. It does give diffuse erythema and chap- 
ping and fissuring, but not maceration. 

A PuysiciAN: Does epidermophytosis occur. 
in other positions than the palms and soles, for 
instance the axillae? 

Dr. Wuite: The vesicular form practically 
does not occur except on the fingers, palms, 
toes, and soles, but the macular form may ap- 
pear practically all over the body. We get it 
in the thighs, of course, most commonly, next 
in the axillae, where there is analogous tissue, 
moisture, friction, ete. Then it can spread out- 
ward, upward and downward, and so on. I 
have seen it spread from the thigh to the knee, 
from the fingers to the back of the hand. It 
ean be an almost universal disease. It is quite 
common in heavy women under their breasts. 
There we get maceration, but it is a papular 
maceration. 

A Puystctan: We had the disease in Balti- 
more in 1919. Fifty men in a military hos- 
pital ward had it. It arose in the ward. | 

Dr. WuiteE: That is very unusual. It is 
analogous, of course, to the twenty-three golf- 
ers. Did you ever find out what carried the 
infection from one to another? 

A Puysician: There were shower-baths and 
tubs in the ward. | 

Dr. WuitE: Were they enamel or iron? I 
have an idea that porcelain is safe, but I am 
afraid of iron, because iron has little bits of 
hollows where water can catch. They are 
never absolutely smooth like enamel. 

(A more detailed discussion of this disease is 
given in an article by Dr. Charles J. White and 
Arthur M. Greenwood, Epidermophytosis, W%s- 
consin Medical Journal, June, 1925, Vol. 
XXIV, No. 1, page 1.) 


DIAGNOSIS 
Epidermophytosis. 
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CASE 11523 


MepicaAL DEPARTMENT 


A SwepisH grocer sixty-one years old came 


to the Consultation Clinic June 24 complaining 
of increasing fatigue, shortness of breath, palpi- 
tation and pallor of four months’ duration. His 
past history was negative except that twenty-two 
years ago, after the passage of a little bloody 
urine for one day, he had to have his urine 
drawn. Since that time he had had only one 
period of bleeding, a year ago. Cystoscopy at a 
Massachusetts hospital showed the bladder 
normal. 


Examination in the Consultation Clinic 
showed a well nourished man with a yellowish 
pallor. The heart action was rapid. There was 
a systolic murmur at the base and the apex. 
There was resistance and slight spasm in the 
right upper quadrant, possibly liver. The edge 
was not felt. There was moderate edema of the 
feet and shins. The hemoglobin was 50 per 
eent., the red count 1,310,000, the leucocyte 
eount 4,600, 71 per cent. polynuclears, 1 per 
cent. eosinophils. The platelets were normal. 
There was moderate polychromatophilia, an 
occasional poikilocyte, moderate variation in size, 
with numerous good sized cells well filled with 
hemoglobin and a rare stippled cell. A Wasser- 
mann was negative. X-ray showed the esopha- 
gus normal. The stomach was of the ortho- 
tonic type, normal in position and outline, freely 
movable. The curvatures were regular. No fill- 
ing defects were seen. Peristalsis was regular. 
At the end of six hours there was no retention 
of the motor meal, y-hich was then found in the 
terminal ileum. The duodenum was normal in 
contour and position. The findings were inter- 
preted as indicating a moderate degree of ileal 
stasis; no evidence of organic disease of the 
stomach or duodenum; no evidence of gall- 
stones. 


July 14 the patient was admitted to the wards 
complaining of weakness, which he now said 
had lasted all the previous winter. In Mareh 
he consulted a physician, but continued to lose 
strength, though there were occasional periods 
of three or four days when he felt stronger than 
usual. For three weeks he had had edema of 
the ankles, which came on gradually. For the 
past two weeks he had urinated twice at night. 
For the past week he had had cough with light 


yellowish-pink sputum. He had had some pal- 
pitation, dyspnea and for the past two nights 
orthopnea. He now had dyspnea on vigorous 
exercise but not on moderate exertion. Since 
March his appetite had been poor and he had 
belehed a large amount of gas with relief of some 
tenderness in the epigastrium. His stools had 
been dark, he thought because of pills. During 
the past five months his weight had increased 
from 162 to 167 pounds. 

Examination showed a well nourished and 
well preserved man with pale mucous membranes 
and a distinetly yellowish skin. The papillae 
of the tongue were reddened. On the right edge 
of the tongue were small ulcerations. The apex 
impulse of the heart was felt in the fifth and 
sixth spaces. Its location is not further re- 
corded. The left border of dullness was 11 em. 
from midsternum and 5 em. outside the mid- 
elavicular line. The right border of dullness 
was 3 em., the supracardiac dullness 5.5 em. The 
first sound .was indistinct at the apex, where 
there was a systolic and possible diastolic mur- 
mur. The radials were palpable. The lungs 
showed rales at both bases and at the right base 
slight dullness with diminished breath sounds, 
voice sounds and tactile fremitus. Examination 
of the abdomen was difficult on account of 
obesity. The liver appeared to be down nearly 
to the umbilicus. There was resistance but no 
definite edge at the left costal margin. No shift- 
ing dullness was made out. There was edema 
nearly to the knees. The rectal examination, 
pupils and reflexes were normal. 

The temperature was 98° to 100.7° with after- 
noon rise to 103° July 20 and 21, and in gen- 
eral some afternoon rise on all but two days. 
The pulse was 93 to 61, the respiration normal. 
The urine was 36 to 80 ounces, the specifie grav- 
ity 1.010, no albumin or sugar, 0-1 leucocyte 
per high power field. The blood at entrance 
showed 4,400 leucocytes, 69 per cent. polynu- 
clears, 1,504,000 reds, hemoglobin 70 per cent., 
a few poikilocytes, slight variation in size, many 
large cells with high hemoglobin. Most cells 
showed no achromia. The platelets were nor- 
mal. A Wassermann was negative. Stool exam- 
ination was negative. 

Orders: Anemia diet, digitalis gr. ivss for 
seven days, then gr. iss a day, codeia gr. 1/2 by 
mouth, repeat once if necessary. 

July 17 medical transfusion of 475 c.c. of 
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blood was done. After it the hemoglobin was 
55 to 60 per cent., the red count 2,136,000. The 
platelets were normal in number and distribu- 
tion. The reds showed many macrocytes well 
filled with hemoglobin, slight variation in size 
and shape. There were no definite sequelae fol- 
lowing the transfusion, but on the third and 
again on the fourth day the temperature rose to 
103°, as noted above. There was no indication 
of malarial parasites. The red count dropped 
back to 1,848,000 July 23, the hemoglobin to 
45 per cent. His weight fell to 137 pounds. 
July 25 he was discharged with orders for rest 
and digitalis. 


DIscuUssION 
BY DR. EDWARD L. YOUNG, JR. 


The interest in this case lies in the careful 
study that was given the patient in this hos- 
pital, with the diagnosis which seemed to have a 
perfectly definite basis on which to rest. 


Four months after the last note made here 
the patient was seen at another hospital and a 
diagnosis of probable bladder stone was made 
because of bleeding and the indefinite cysto- 
scopic picture. A further study two days 
later showed a bladder which was normal but 
for a few flecks of old blood coming from the 
right ureter. A pyelogram was immediately 
done. It showed the characteristic wide 
branching deformity of a kidney tumor. Op- 
eration two days later showed a hypernephroma 
which was grossly inoperable because of its 
size. 

Cross questioning this patient afterward re- 
vealed the fact that he had passed ‘‘red urine’’ 
which might have been blood on several occa- 
sions, but which he did not think worth men- 
tioning before. Of course the hematuria of 
twenty-two years before is far beyond the long- 
est limit known for the duration of a hyper- 
nephroma, so it seems reasonable that that can 
be thrown out. The bleeding a year ago, 
however, and the later mentioned red urine 
were probably symptoms of the growth. Even 
at the later date when seen with the bleeding 
there was only a very indefinite mass to be felt 
in the right flank, but there was without ques- 
tioning a difference between the two sides. 


This case seems worth discussing in order to 
emphasize again the need of considering every 


possible focus of malignancy before settling on 
a final diagnosis of pernicious anemia. 


DIAGNOSIS AT CONSULTATION CLINIC, JUNE 24 


1. Pernicious anemia (?) 

2. Malignancy of the stomach (?) 
3. Malignancy (?) 

4. Fish tapeworm (????) 


DIAGNOSIS IN WARDS, JULY 25 
Pernicious anemia. 
DIAGNOSIS AFTER OPERATION 


Inoperable hypernephroma of the right kid- 
ney. 


— 


HARD-OF-HEARING CHILDREN, 
CHICAGO 


14,400 Chicago children have ear disease and 
1,000 are sufficiently deaf to need instruction in 
lip reading, if conditions found in 6 Chicago 
schools hold good in the city as a whole. 17,538 
children were examined, and of this number 
3.6 per cent were suffering from ear disease in 
some form.—The World’s Children. 


A PERIL INCIDENT TO THE ANTHRA- 
CITE COAL STRIKE 


THE National Board of Fire Underwriters 
contends that the use of soft coal and certain 
forms of heating apparatus will result in more 
fires and loss of life. 

Soft coal, wood, kerosene and electrical appli- 
ances are regarded as necessitating more care 
than anthracite combustion. Soft coal is liable 
to spontaneous combustion and the flues from 
heaters carry hotter gases which may ignite 
nearby wood. Kerosene stoves may ignite cur- 
tains, other drapery or furniture. Electrical 
heaters may also set fires. When substitutes for 
anthracite are used care should be exercised to 
reduce the danger of fire. 

The National Board of Underwriters will give 
particulars. 


The Medical Journal and Record in the is- 
sue of December 2, 1925, states that Dr. George 
H. Bigelow has been appointed Commissioner 
of Public Health of Pennsylvania. We are 


pleased to correct this statement because Dr. 
George H. Bigelow has been appointed Com- 
missioner of Public Health of Massachusetts 


and has accepted the appointment. 


\ 
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Christmas 1925 


The twentieth centurp since Christ was born 
Has reached its quarter, fraught with hopes 
and fears. 
Tomorrow brings another Christmas morn — 
@ milestone in the statelp march of pears. 


So manp pears! What have Time’s markers 
wrought? 
The surface changes, much asturfisplowed. 
Wiebe hated, loved, made friendships, battles 
fought; 
Have humbly died, and, living, remained 
proud. 


For, scratched beneath the surface, we remain 
The same as those toho of the apple ate, 
Forever striving lost estate to gain; 
Forever turning when the wap is straight. 


The world has little changed. We build new 
things 

Gnd talk of progress as though God had 
smiled. 


OnE holiday common to the Christian world is 
particularly dear to it, largely due to the various 
shades of meaning with which it is associated. No 
day of celebration is so cosmopolitan in type or with 
so many picturesque and traditional and religious 
associations. From paganism and from Christianity 
and from many lands are drawn our symbols of 
Christmas. The holly and the mistletoe have de- 
scended from the Norse mythology, from the fable 


of Baldi, the young god who was killed by the mistle- 


toe arrow from the bow of the wicked Loki. His 
blood was perpetuated by the holly tree, and the tears 
of the mistletoe were congealed into its waxy berries. 

Santa Claus, or Kris Kringle, the hanging stock- 
ings, the Christmas tree, the Yule log and the was- 
sail bowl, the Christmas eve candle lighting and the 
giving of gifts— all are observances that we have 
adopted. The giving of gifts—a reminder of the 
three wise men— has a faint and all but forgotten 
religious significance which it would be difficult to 
trace to many of the other symbols. 

With all our half-pagan celebrations, however, we 
do not forget that Christmas truly represents the 
birth of Christ and the dawn of Christianity, for 
through our observance of the day runs the memory 
of the manger and the Child and the wise men with 
their gifts, the waiting shepherds and the guiding 
star, and the message of good will to men, and over- 
head the singing of the angels is still heard. 

The season of Christmas is a peculiarly appropriate 
one, for it is placed at the beginning of the northern 


Ro earthly ownership redemption brings; 
H2ro patronage as pet a saint bequiled. 


And pet the wap is clear, for it was shown 
By Him who in a manger saw the light, 
Wiho suffered on a wooden cross alone 
And oy ed that love has greater power than 
might. 


And'pet—ring in the Bap! Two thousand pears 
Bear witness that the goal we shall attain 
— That this one life, despite the soldiers’ jeers, 
Despite our faintness, was not lived in bain. 


Ring in the Bap! Repeat the story old 
Of shepherds on the hillside, and the birth — 
By child and grandsire let the tale be told 
Of Him who died to bring good will on earth. 


Ring in the Bap! A pear is near its end 
And Christmas comes but once a pear this 
wap. 
@ gladdened spirit to the season lend 
And let there be good willon Christmas Dap. 


winter, when man’s struggle with nature is becom- 
ing most intense, and yet when a promise of spring 
is held out by the gradual lengthening of the short 
winter days. This was the original pagan signifi- 
cance of the day, before Christianity dawned and 
the appropriateness of the old festival to the new 
religion became apparent, for with the birth of Christ 
came the light of hope to a nation that was passing 
through its winter. 

There are no times when some of us are not in 
the middle of the dark days, and it is well to remem- 
ber, as did the pagans of old, and as the early 
Christians must have, that when the days are short- 
est and the nights are longest the sun is about to be- 
gin its journey north again. Cold requires courage 
to bear, but cold and darkness require faith and hope. 

At this time, then, let us remember that we are 
celebrating the birth of faith in the immutability of 
the seasons and the return of light, not only in a 
physical but in a spiritual sense; that men, in an 
hour of need, have united in placing their hopes in, 
one leader, and in that sense of unification have 
come to know and appreciate each other; that we, as 
healers of bodies, need feel no shame in paying hom- 
age to the Healer of souls. 

This is the Christmas season; a season of fellow- 
ship and peace and good will; a season when each 
man knows his neighbor; a season when it is fitting 
to be merry. And so, to each and all, with a lively 


- sense of the good that their friendship has done us, 
we wish a Merry Christmas and a Happy New Year. 
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ELECTROMAGNETIC THERAPY AND DR. 
ABRAMS 


THE recent appearance of a book on the 
Abrams Method by Sir James Barr, formerly 
president of the British Medical Association, 
and an attempt to sell it to American physi- 
cians, reminds us that ‘‘the evil that men do 
lives after them.’’ We had thought that with 
the death of the founder of this remarkable con- 
ception, the electronic theory would rapidly 
take its place among the famous hoaxes of the 
past. In this country this is probably so, for 
we hear less and less of the system of diagnosis 
and treatment based upon the ‘‘vibratory rate 
of disease.’’ It may be so in England, but in 
Barr’s mind at least, the work of Abrams has 
laid the foundation for a great system of thera- 
peuties. 

The book in question begins with a brief 
biography of Abrams, in which Barr attempts 
to prove that Abrams was guided by scientific 
zeal rather than by a desire for personal gain. 
Barr then describes Abrams’ hypothesis; of 
this he aeeepts the main factors, but is not sure 
of the correctness of the details. A number 
of cases are then cited to illustrate the result 
of treatment with the oscilloclast. These cases 


are really the most interesting part of the book, 
for among them are some remarkable results. 


The diseases successfully treated range from 
tuberculosis of joints and lungs to. lymphatic 
leukemia, nasal catarrh and _ furunculosis. 
Numerous cases of proved carcinoma were 
treated and apparently benefited. 

We are completely at a loss to explain these 
results. We do not believe that the author has 
deliberately falsified them, although we do not 
know how critical he has been in his acceptance 
of apparent facts. Many of them might be 
explained by mental suggestion; other cases 
which presented definite lesions which later dis- 
appeared, cannot be so explained. We wonder 
if all the therapeutic measures employed in 
these cases, such as X-ray or Radium, were 
given due eredit. It is really an insult to 
scientific intellects to ask them to accept all 
these miraculous cures as a result of the impo- 
sition upon the patients of a very weak elec- 
tromagnetic foree, which according to the au- 
thor’s own report is capable of only slight 
variation. 

This foree is described in the last section of 
the book, which consists of the report of a phy- 
sicist upon the modus operandi and the physi- 
cal properties of the oscilloclast. According 
to this report, which seems to be a workmanlike 
job, there are currents of two types imposed up- 
on the patient. One consists of a charge of 
negative electricity communicated to the per- 
son about two hundred times a minute; these 
electrical impulses are not affected to any ap- 
preciable degree by changing the adjustment 
of the instrument. The other current con- 
sists of an electromagnetic impulse occurring 
one hundred times a minute, corresponding to 
a wave length of about 50 metres, and suscepti- 
ble of variation when the resistance is altered. 
These currents seem to resemble in character, 
though in a much weaker degree, the currents 
derived from an electrical wave generator now 
being sold in large numbers to the medical pro- 
fession in this country. It is not altogether 
impossible that certain electromagnetic waves 
do exert some therapeutic effect upon diseased 
animal tissues, but we have as yet no data upon 
which to base employment of these forces. Com- 
mittees to investigate the qualities of physio- 
therapeutic apparatus have been appointed by 
the American Medical Association and by the 
Massachusetts Medical Society. That of the 
former has selected the laboratory of Professor 
William T. Bovie at the Huntington Hospital 
as its experiment station. It is to be hoped 
that these committees will stimulate true scien- 
tific investigation in this direction; so that we 
may employ these methods with an understand- 
ing of their real powers. At present, the 
whole question is befogged by the impression- 
ability not only of the public, but of the medi- 
eal profession as well. It seems probable that 
many of the doctors employing these unknown 
forces with symptomatic improvement are 
themselves convineed that they are doing good, 
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and by their own conviction administer to the 
patient a doubly effective dose of nothing but 
mental therapeutics. 


ENDORSEMENT OF A PUBLIC HEALTH 
PROCEDURE 


OrpinarILy Public Health officials are left to 
fight their own battles. It is refreshing to 
find a great metropolitan daily forcefully urg- 
ing support for the adoption of purely medi- 
eal preventive measures. 

In New York State a strong movement is on 
foot to discredit the use of toxin-antitoxin. Dr. 
Matthias Nicoll, Jr., Commissioner of Health 
for New York, has endeavored to meet the crit- 
icisms of opponents of the use of toxin-antitox- 
in by appeals to the public. He characterizes 
the opposing statements as half truths, as 
quoted in the New York Times of December 15. 

It seems that various newspapers in New 
York State have published almost simulta- 
neously articles deprecating the use of toxin- 
antitoxin. 

The articles referred to quote the report that 
Judge Cole on October 15, 1925, issued a tem- 
porary injunction restraining the Board of Ed- 
ucation and the City Health Officer of Fargo, 
N. D., from in any manner using or attempt- 
ing to use the Schick Test upon the children of 
Fargo. The injunction was asked for by a 
chiropractor. The order was vacated October 
27. When the time for the final hearing came, 
November 9, no one appeared. 

The complaint set forth that in connection 
with the Schick Test and the use of toxin- 
antitoxin, in many places in the United States 
and England, the administration of the toxin- 
antitoxin has resulted in almost instant death 
to great numbers of children and in Dallas, 
Texas, more than seventy suits for damages 
were instituted, resulting in million dollars 
judgment to the parents. 

Dr. Nicoll reports that the great numbers of 
children dying amounted to thirteen, six in 
Dallas and seven in Vienna, Austria. 

Dr. L. B. Cook of Dallas reported that all 
suits were settled out of court. 

Dr. Nicoll affirms that the fatalities were all 
due to the fact that one lot of toxin-antitoxin 
was not up to the quality in use today and that 
it is practically impossible for such an accident 
to ever again occur. 

The facts demonstrate that toxin-antitoxin is 
not a survival of fetish superstition, as claimed, 
but is a modern achievement of preventive med- 
icine which in New York from 1920 to 1924 has 
saved about 2350 lives as compared with the ex- 
perience during the five years preceding 1920. 

The experience in Auburn, N. Y., seems to 
warrant the statement that diphtheria can be 
eliminated from any community if toxin-anti- 
toxin is generally and properly used. 

It is contended by Dr. Nicoll that the state- 


ments given considerable publicity were based 
on distorted facts. 

The New York Times places itself squarely 
with Dr. Nicoll. 


THE PASSING OF SECTARIANISM IN 
MEDICINE 


Firty years ago seven fellows of The Mas- 
sachusetts Medical Society were expelled from 
the Society because they espoused the cause of 
Homeopathy. It is difficult today to under- 
stand the bitterness of feeling which then pre- 
vailed. There is no reason to question the 
honesty or sincerity of purpose of those who 
took part on either side in what occurred. Of 
the seven fellows then expelled one alone sur- 
vives, Dr. Herbert Codman Clapp of Brook- 
line, Emeritus Professor of Diseases of the 
Chest at the Boston University School of Med- 
icine, Consultant of the Massachusetts Homeo- 
pathic Hospital, and for ten years physician 
to the Rutland State Sanatorium has again be- 
come a fellow of the Masachusetts Medical So- 
ciety. The door is open to all physicians of 
high character and adequate training to enter 
this great Society. The era of sectarianism 
in medicine has passed. 


THIS WEEK’S JOURNAL 


Contains articles by the following named 
authors: 


R., A.B., M.D., Late Com- 
missioner of Public Health of Massachusetts. 
The title of his paper is ‘‘Remarks on Certain 
New Developments in Public Health,’’ page 
1181. 


CHampPIon, Merritt E., A.B., M.D. Harvard 
Medical School 1906; C. P. H. Harvard and 
Technology School of Public Health 1914; Di- 
rector, Division of Hygiene, Massachusetts De- 
partment of Public Health; Instructor in Child 
Hygiene, Harvard School of Public Health. 
His subject is ‘‘Maternity, Infancy and Early 
Childhood Clinies or Conferences in Relation 
to the Family Physician,’’ page 1182. 


BigELow, Grorce H., A.B., M.D. Harvard 
Medical School 1916; Doctor of Publie Health 
1921; Formerly Director, Division of Commu- 
nicable Diseases, Masachusetts Department of 
Public Health; Now Commissioner of Public 
Health for Massachusetts. His subject is 
‘What and Why is the Health Examination?’’ 
page 1185. 


Munro, Donatp, A.B., M.D. Harvard Medi- 
cal School 1916; F. A. C. §.; Instructor in Sur- 
gery and Assistant in Anatomy, Harvard Med- 
ical School; Junior Visiting Surgeon, Boston 
City Hospital; Consulting Surgeon, Burbank 
Hospital, Fitchburg. His subject is ‘‘The 


Therapeutic Value of Lumbar Puncture in the 
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Treatment of Cranial and Intracranial Injury,’’ 
page 1187. 


Moorg, George A., S.B., M.D. Harvard Medi- 
eal School 1911; Surgeon, The Moore Hospital, 
Brockton, Mass. ; ; Consulting Surgeon, St. 
Luke’s ‘Hospital, Middleboro, and The Bridge- 
water State Hospital; Member, New England 
Surgical Society. The title of his paper is 
‘* Acute Intestinal Obstruction in Private Prac- 
tice,’’ page 1190. 


CARLETON, Duptry, F.A.C.S., M.D. Harvard 
Medical School 1895; Orthopedist and Senior 
Surgeon, Springfield Hospital, Springfield, 
Mass. His subject is ‘‘Torsion of the Duod- 
enum from Post Operative and Inflammatory 
Adhesions,’’ page 1194 


Lona, JoHN H., A.B., M.D. Long Island Col- 
lege Hospital 1903; F.A.C.S.; Attending Sur- 
geon, The Brooklyn (N.Y.) Hospital; Member, 
Brooklyn Surgical Association and other socie- 
ties. His subject is ween Report 
of Two Cases,’’ page 1197 


Ricnuarp H., A.B., M.D. Harvard 
Medical School 1910; F.A.C.S.; Assistant Vis- 
iting Surgeon, Massachusetts General Hospital ; 
Instructor in Surgery, Harvard Medical 
School; Member, New England Surgical Socie- 
ty and New Hampshire Surgical Club. His 
subject is ‘“The Significance of Acute Abdomi- 
nal Pain,’’ page 1201. 


WarrEN, Henry M., Esq., Member, Philadel- 
phia, Pensylvania Bar. His address delivered 
before the New Hampshire Surgical Club, Au- 
gust 31, 1925, appears on page 1206. 


Ghe Massachusetts Medical Society 


MEMBERSHIP CHANGES 


Dr. Alice H. P. Robie has a residence in Watertown 
and a temporary address at 622 South Serrano, 
Los Angeles, Calif. 


MISCELLANY 


THE CONFERENCE GROUP ON INDUS- 
TRIAL MEDICINE 


TuIs organization has been formed by the 
Committee on Public Health and Sanitation 
and the Committee on Commercial and Indus- 
rial Affairs of the Boston Chamber of Com- 
merce. 

The personnel of this group is: 


Dr. D. C. Parmenter, Chairman, Industrial 
Clinic, Massachusetts General Hospital. 

R. C. Bush, Manager, Transit Mutual Insur- 
ance Co., 308 Boylston St. 


Dr. Irving Clark, Norton Grinding Co., Wor- 
cester, Mass. 

Charles J. Diman, Secretary, John Hancock 
Mutual Life Insurance Co., 197 Clarendon St. 

Phillip Drinker, School of Public Health, 
Harvard University. 

Thomas J. Feeney, New England Telephone 
and Telegraph Co., 50 Oliver St. 

Everett Greene, Lockwood, Greene and Co., 
24 Federal St. 

Harvey P. Hood, 2d, H. P. Hood and Sons 
Co., Charlestown, Mass. 

Dr. Noel G. Munroe, Edison Electric Illumi- 
nating Co. 

Dr. Robert F. Quinby, Hood Rubber Co. 


The Chamber expects that this group will 
promote a better appreciation of the benefits of — 
Industrial Medicine on the part of business 
firms of New England. It will endeavor to 
suggest methods and practices which have been 
found successful. 


A CORRECTION 


Unpver the heading ‘‘This Week’s Issue’’ in 
the JourNAat of December 17 it was incorrectly 
stated that Dr. John D. Adams was a graduate 
from the University of Vermont. Dr. Adams 
graduated from the Medical School of Harvard 
University in 1902. 


ENDOWMENT FUND CAMPAIGN OF THE 
PHYSICIANS’ HOME, INC. 


AuFrREeD E. SmiTH, Governor of New York, 
has issued, through his Secretary, George 
S. Graves, the announcement of his endorse- 
ment of the National Endowment Fund Cam- 
paign which is being conducted for The Physi- 
cians’ Home, and of which Dr. Robert T. Mor- 
ris of Stamford, Connecticut, is the Chairman, 
as follows: 


State of New York 
Executive Chamber 


Albany 
Alfred E. Smith 

Governor December 8, 1925. 
Dr. Robert T. Morris, 

National Endowment Fund The Physicians’ 
Home, Inc. 

Times Building, . 

42nd Street and Broadway, 

New York City. 

Dear Dr. Morris :— 

In view of my very close silestonshti with 
the medical profession of this State both offi- 
cially and unofficially and my knowledge of the 
various problems which confront the profes- 
sion, I am very glad indeed to give my hearty 
endorsement to the project of making provision 
for practising physicians who, on account of 
advanced age, physical and mental disability or 
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misfortune are no longer able to provide for 
themselves and their families. 
Please accept my best wishes for the success 
of this most worthy enterprise and believe me 
Sincerely yours, 
(Signed) Atrrep E. SMITH. 


Coincidently with this announcement from 
the Executive Mansion came the announcement 
that Dr. Matthias Nicoll, Jr., President of the 
State Department of Health, has accepted the 
Chairmanship for the Endowment Fund for 
the Albany region, and H. L. Beers has been 
selected as Regional Director. 

Governor Smith’s interest in this movement 
for the aged and decrepit physicians is best 
exemplified through the appointment of Dr. 
Nicoll as Regional Chairman, and his selection 
in turn of the Presidents of the County Medi- 
eal Societies within the Albany Region as mem- 
bers of the Regional Central Committee. 

The members of this Committee, who have al- 
ready accepted this designation are: Dr. Wil- 
liam P. Howard, Albany; Dr. John H. Reid, 
Troy; Dr. Fred J. MacDonald, Schenectady, to- 
gether with the board’s officers and the directors 
of the various county medical societies. 

The other counties within the Albany re- 
gion include Schoharie, Montgomery, Fulton, 
Hamilton, Franklin, Clinton, Essex, Warren, 
Saratoga and Washington. 

Dr. Nicoll is giving enthusiastic support to 
the movement and went to New York City, 
where he called at the State Health Department 
Headquarters for conferences with his subor- 
dinates. 

It is expected that 100,000 will be raised for 
the fund in the Albany Region. 

A like sum is expected from Stamford and 
Greenwich, Conn. 

The Western section of the State is in charge 
of Mr. Robert Wollheim, well known to physi- 
cians throughout that section, with Headquar- 
ters in Buffalo. 

Mr. Wollheim reports that the doctors gen- 
erally are giving their able support to the cam- 
paign. 


THE PROBLEM OF THE ROBERT B. 
BRIGHAM WILL 


A RELATIVE of the late Mr. R. B. Brigham 
seems to be dissatisfied with the management of 
the Hospital created under the provision of Mr. 
Brigham’s will and has brought a bill to have 
the question determined. 

_ The corporation has appealed to the Supreme 
Court for the purpose of having certain provi- 
sions interpreted. 

The Peter Bent Brigham Hospital has been 
subject to similar criticism and this matter has 
been before the courts. 

It will be for the best interests of all con- 


cerned, including the people of Boston, if these 
questions ean be settled for all time. 


RECENT DEATH 


BOTTOMLEY — Dr. JoHN Taytor BOTTOMLEY, for 
many years surgeon-in-chief of the Carney Hospital, 
died suddenly of heart disease in his office in Boston, 
December 17, 1925, after having operated in and 
visited two hospitals during the day. 

John Taylor Bottomley was born in Lee, Septem- 
ber 24, 1869, the son of John and Ellen Ryan Bottom- 
ley. He was educated at Holy Cross College, where 
he received the degree of A.B. in 1889. In 1894, after 


| completing his course, he received the degree of M.D. 


at Harvard Medical School. He was first assistant 
surgeon of the Massachusetts hospital ship, the Bay 
State, during the Spanish War, and served in the 
Medical Reserve Corps after that. 

He began practice in Boston in 1897, and in 1899 
was appointed assisting visiting surgeon at the Bos- 
ton City Hospital. In 1901 he was appointed an 
assistant in surgery at the Harvard Medical School, 
and from the same year until 1903 he was supervis- 
ing surgeon at the Haymarket Square Relief Hospi- 
tal. 

From 1902 until 1910 he was on the surgical staff 
of the Carney Hospital, and in the latter year was 
appointed surgeon-in-chief. He was a lecturer in the 
Harvard Graduate School of Medicine, consulting 
surgeon at the Haverhill City Hospital, Josiah B. 
Thomas Hospital in Peabody, the Union Hospital of 
Fall River, the Burbank Hospital in Fitchburg, the 
Leominster Hospital, the Framingham Hospital, a 
Roman Catholic Fellow of the College of Surgeons, 
a member of the American Medical Association, the 
Massachusetts Medical Society, the American Surgi- 
cal Society, the Society for Clinical Surgery, the Mili- 
tary Medical Society, and the University, Union and 
Harvard clubs. 

In the World War he was a captain in the Medical 
Corps, using excellent judgment in making physical 
examinations of candidates for enrollment, and was 
a member of the Boston Chapter of the Military Or- 
der of the World War. He is survived by his wife, 
who was Mary Agnes Kenney of Roxbury, and by 
three sons and two daughters. 


CORRESPONDENCE 


SUSPENSIONS OF REGISTRATION IN MEDICINE 
December 11, 1925. 


Mr. Editor: 


At the meeting of the Board of Registration in 
Medicine, held on December 10, 1925, the registration 
of Dr: Ambrose C. Saunders of 1 Hancock Street, 
Somerville, and that also of Dr. Charles D. Gibson 
Mack of 22 Bromfield Street, West Somerville, were 
suspended for one year from date (December 10, 


The registration of Dr. Ulrich J. Renaud of 35 
Main Street, Brockton, was suspended for two weeks 
from December 10, 1925. 

Yours very truly, 
Dr. Frank M. Vauenan, Secretary. 


MASSACHUSETTS DEPARTMENT OF PUBLIC 
HEALTH 


RESUME OF COMMUNICABLE DISEASES 
NOVEMBER, 1925 
GENERAL PREVALENCE 
The common communicable diseases which showed 
an increase over last month were: Chickenpox, 


measles, mumps, pneumonia (lobar) and _ scarlet 
fever. 
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Nov., Oct.,  Nov.,, 
1925 1925 1924 Tuberculosis, Pulmonary 1925 1924 
Chickenpox 805 344 906 Total cases 436 394 
Measles | 3,321 1,300 379 |'Case rate per 100,000 population 10.8 9.8 
Mumps 165 84 309 Nov., Nov., 
Total cases 35 69 
RARE DISEASES Case rate per 100,000 population ) 1.7 
Anterior poliomyelitis was reported from Ames- Nov., Noyv., 
bury, 1; Boston, 6; Cambridge, 1; Hanson, 1; Haver- Typhoid Fever 1925 1924 
hill, 1; Quincy, 1; Taunton, 1; Wellesley, 1; Woburn, | Total cases 35 43 
1; total, 14 Case rate per 100,000 population 9 1.1 
Dog-bite requiring anti-rabic treatment was report- Nov Nov 
ed from Becket, 1; Billerica, 2; Lowell, 4; Revere, 1; Whooping Cough 1925 1924 
Stoneham, 1; Winchester, 2; Worcester, 1; total, 12. Nohit’ caste 718 305 
Encephalitis lethargica was reported from Attle- Case rate per 100,000 population 17.8 7.6 


boro, 1; Boston, 2; Everett, 1; Fall River, 2; North- 


-ampton, 1; Oxford, 1; Rutland, 1; Salem, 1; Tewks- 


bury State Infirmary, 1; total, 11. 

Epidemic cerebrospinal meningitis was reported 
from Boston, 2. 

Hookworm was reported from Boston, 2. 

Septic sore throat was reported from Ashland, 33 
Boston, 3; Cambridge, 1; Fall River, 1; New Bed- 
ford, 1; total, 

Tetanus was reported from Beverly, 1; Boston, 1; 
total, 2. 

Trachoma was reported from Boston, 3; Medford, 
1; Plymouth, 1; total, 5. 

Trichinosis was reported from Boston, 1; Cam- 
bridge, 1; total, 2. 


DISTRIBUTION 
All Communicable Diseases 
Nov., Nov., 
1924 
Total cases (all causes) ,150 5,301 
Case rate per 100,000 population 319 132.4 


Prevalent Diseases 


Nov., Nov., 

Diphtheria 1925 1924 
Total cases 351 620 
Case rate per 100,000 population 8.7 15.5 


Cities and towns noticeably exceeding their median 
endemic indexes*: 


Everett (3) 


Salem (8) 25 Southbridge (0) 7 
Fitchburg (9) 32 
Nov., Nov., 
Measles 1925 1924 
Total cases 3,321 379 
Case rate per 100,000 population 82.3 9.5 
Cities and towns noticeably exceeding their median 
endemic indexes*: 
Dartmouth (0) 5 Lawrence (9) 29 
Fall River (1) 334 Lowell (4) 687 
Cambridge (9) 103 Medford (3) 41 
Foxboro (0) 12 Waltham (3) 118 
Randolph (0) 18 Watertown 
Everett (2) 109 Gardner (0) 119 
Ipswich (0) 31 Holden | (0) 78 
Lynn (4) 154 Millbury (0) 33 
Malden (4) 58 Templeton (0) 19 
Salem (2) 113 Worcester (6) 599 
Belmont (0) 53 Williamstown (0) 9 
Nov., Nov., 
Scarlet Fever 1925 1924 
Total cases 781 937 
Case rate per 100,000 population 19.3 23.4 
Cities and towns noticeably exceeding their median 
endemic indexes*: 
Attleboro (2) 138 Ipswich (0) 9 
New Bedford (11) 21 Newburyport (2) 22 
. Taunton (2) 12 Lowell (12) 42 
Norwood (2) 18 Webster (0) 10 
Beverly (5) 18 Worcester (20) 50 
21 Northampton (6) 34 


Cities and towns noticeably exceeding their median 
endemic indexes*: 

Dartmouth (0) 4 Everett (1) 12 

Mansfield (0) 86 Lynn (0) 41 


New Bedford (11) 17 Swampscott (0) 48 
Cambridge (13) 63 Lawrence 35 
Foxboro (0) 12 New Salem (0) 4 
Natick (0) 17 Northfield (0) 6 


*The median endemic index is obtained by arrang- 
ing in arithmetical sequence the monthly totals of 
reported cases for the past five years and selecting 
the middle figure. The numbers in parentheses after 
the name of each city and town indicate the median 
endemic index for that city or town; the numbers 
without parentheses indicate the cases reported dur- 
ing the current month. 


DISEASES REPORTED FOR THE WEEK ENDING 
DECEMBER 12, 1925 


Anterior poliomyelitis 4 Pneumonia, lobar 159 
280 


Chickenpox Scarlet fever 222 
Diphtheria 101 Septic sore throat ‘2 
Dog-bite requiring Syphilis 42 


anti-rabic treat- Suppurative conjunc- 


ment 1 tivitis 
Encephalitis lethar- Tetanus 1 
gica 2 Trachoma 2 
Epidemic cerebrospi- Trichinosis 1 
nal meningitis 4 Tuberculosis, pulmo- 
German measles 20 nary 5 
Gonorrhea 131 Tuberculosis, other 


Influenza 11 forms 

Measles 1,258 Tuberculosis, hilum 6 

Mumps 38 Typhoid fever 6 

Ophthalmia neonato- Whooping cough 204 
rum 


CONNECTICUT DEPARTMENT OF HEALTH 


MoRBIDITY REPORT FOR THE WEEK ENDING 
DECEMBER 12, 1925 


Diphtheria 58 Conjunctivitis inf. 1 
Last week 34 Encephalitis 1 
Diphtheria bacilli German measles 3 
carriers Influenza 11 
Typhoid fever 14. Malaria 1 
Last week 9 Mumps 7 
Scarlet fever 63 Paratyphoid fever 1 
Last week 64 Pneumonia, lobar 55 
Measles ¢ 142 Poliomyelitis 1 
Last week 115 Septic sore throat 33 
Whooping cough 29 Tuberculosis, pulmo- 
Last week 80 nary 25 
Bronchopneumonia 24 Gonorrhea 10 
Chickenpox 104 Syphilis 7 


EXCERPTS FROM THE BULLETIN OF THE CONNECTICUT 
STATE DEPARTMENT OF HEALTH 
Temperature and Health 


- According to present indications there is no real 
cause for alarm. Coal, or some substitute, which 
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eventually all must learn to use, will be provided for 
all. Meanwhile, coal will be used sparingly, in order 
to make it go as far as possible. While this may 
cause mental discomfort, it may prove to be a health 
measure. Keeping a low fire means a lower tem- 
perature throughout the house. House temperatures 
have been steadily increasing during the last fifty 
years, until, at the present time, such high tempera- 
tures are maintained that many people are living 
under hot desert conditions. People have so adjusted 
themselves to excessive and usually dry heat that 
when a bit of cold air strikes them it feels like a 
breath from the north pole. Some even have the 
misguided notion that this air, because it is cold, 
brings disease germs in its wake. Although respira- 
tory diseases often follow a sudden exposure to cold 
after excessive heat, disease germs are not blown in 
with a eold wind. 

Living continuously in an ordinary dry heated 
room in which the temperature is above 69° F. 
causes a drying of the mucous membranes of the 
nose and throat, and makes it impossible for body 
heat to be dispelled, although heat is being manufac- 
tured in the body at a rapid rate. An excessively 
high temperature interferes with the heat regulating 
mechanism of the body by which it adjusts itself 
to changes of heat and cold. 

Studies made by the New York Ventilating Com- 
mission showed that there was more chronic nasal 
disease among furnace men who worked in a hot, 
dry atmosphere, laundrymen who worked in a hot, 
moist atmosphere, and truckmen who were subjected 
ot severe outside air, than among normal subjects, 
among whom only 3 per cent. had chronic nasal dis- 
ease, as against 19 per cent. for outside workers, 35 
per cent. furnace men and 46 per cent. laundrymen. 
As stated in their report, “All this points to the seri- 
ous effect of hot air on the mucous membrane and 
the dangers of passing from such conditions into 
chill outdoor air.” 

In certain studies made in the schools in New York 
it was found that there was less absence from school 
on account of respiratory disease among children 
in rooms with the temperature at 66° F. than in 
rooms where the temperature was even two or three 
degrees higher. 

Temperature kept below 69° F., and a window 
opened in each room to provide gentle movement of 
air without drafts, are conducive to health. 


NOTICE 


THE Massachusetts General Hospital and 
The Boston City Hospital will notify the 
Boston MEDICAL AND SURGICAL JOURNAL of sur- 
gical operations listed each day. 

This information will be transmitted to all 
who may apply by telephone at 9.05 a. m. or 
later. 


REPORTS AND NOTICES OF 
MEETINGS 


BOSTON MEDICAL LIBRARY 


Tue Annual Meeting will be held at 8 o’clock 
promptly on Tuesday evening, January 19, 
1926, in Sprague Hall for the transaction of 
business. 


THE FIFTIETH ANNIVERSARY 


Invitations will be sent soon to the friends of 
the Boston Medical Library to the fiftieth an- 


niversary of the founding of that organization, 
to be held at the Library, on the evening of 
January 19 next. As the chief address is to 
be made by George E. Vincent, President of 
the Rockefeller Foundation, a most accom- 
plished orator, the attendance in the large hall 
at 8 The Fenway should be a good one. 


FREE PUBLIC LECTURES IN THE 
LOWELL INSTITUTE 


THe INFLUENCE OF ON LIVING 
ORGANISMS 


BY WILLIAM T. BOVIE, PH.D. 


Assistant Professor of Bio-Physics in Harvard 
University 

1. The Influence of the Spectrum on Evolu- 
tion.—January 7 (Thursday). 

2. Photochemistry—January 11 (Monday). 

3. Photosynthesis—January 14 (Thursday). 

4. The Evolution of Visual Organs—Janu- 
ary 18 (Monday). 

5. The Evolution of Visual Organs (Con- 
tinued)—January 21 (Thursday). 

6. Light and the Treatment of Rickets— 
January 25 (Monday). 

7. Light and the Treatment of Cancer— 
January 28 (Thursday). 

8. The Influence of the Spectrum on Evo- 
lution—February 1 (Monday). 

To be given in Huntington Hall, 491 Boyls- 
ton Street, at eight o’clock in the evening. 
Doors opened at 7.30 o’clock, but closed at 8 
o’clock and throughout each lecture. 

Tickets may be secured, free of charge, by 
applying by mail to the Curator of the Lowell 
Institute, 491 Boylston Street, Boston, and en- 
closing one stamped, addressed envelope for 
each ticket desired. 

Other free lectures in the Lowell Institute 
are announced in the Program, likewise to be 
had by sending to the Curator a stamped, ad- 
dressed envelope. 


MEETING AT HARVARD MEDICAL 
SCHOOL 


AT a meeting held on December 9, under the 
auspices of the Phillips Brooks House <Associa- 
tion at Harvard Medical School, Dr. Morton 
Prince, Editor of the Journal of Abnormal 
Psychology, spoke on the subject of ‘‘Multiple 
Personality.’’ 

_According to Dr. Prince this is one of the 

simplest psychological phenomena to under- 
stand, provided one has a knowledge of the 
structure of human personality. It is gen- 
erally assumed that a personality is fixed and 
stable. On the contrary there is a constant ten- 
dency to variation. No one is wholly good or 
bad, tolerant or intolerant, tough or tender 
minded, ete. We are not the same in the morn- 
ing as we are at night. 
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A man in business may be ruthless, hard and 
money-grasping, giving very little thought to the 
welfare of his business associates and his em- 
ployees. Then when he has made his millions, 
he attempts to satisfy the idealistic traits in his 
character by lavishing money on institutions for 
human betterment. 


‘The various phases of personality are ex- 
pressed in our moods. Sometimes there seems to 
occur a cleft in the personality, when one and 
then another of these moods exists. This can be 
shown in hypnotic experiments but also occurs 
spontaneously as emotional accidents in the 
stress and strain of the individual life. 


One investigation found four distinct phases 
of mood in the same individual without the aid 
of hypnotism. In the first phase this young 
man was quiet and serious-minded with a highly 
moral outlook. In the second phase, he was in 
a gay mood and became extremely hilarious. 
Then suddenly he would revert to his quiet, 
gentle, self. In the third phase he was malicious 
and wished to inflict pain, even to strangle the 
experimenter. The fourth phase was a very de- 
pressed mood in which he was very miserable 
and ready to burst into tears. Any suggestions, 
not consistent with the particular mood he was 
in at the time, were rejected. 

The same phenomenon has been found in 
many cases. A woman of forty came to Dr. 
Prince for treatment, as an extreme neuras- 
thenie. She was full of cares and worries and 
reproaches against herself. While hypnotized 
she suddenly changed into a gay personality, 
very much like a girl of eighteen with no feeling 
of care or responsibility. Later it was found 
out that she had changed spontaneously from 
one phase to the other, at one time persisting in 
the gay mood for a month. During this time she 
allowed her twelve-year-old son to go west alone 
and on his departure presented him with a ciga- 
rette case. Yet she had no discontinuity of 
memory. 

In a series of hypnotic experiments upon this 
woman, Dr. Prince found that neither of the 
moods in which he had seen her, represented her 
real self. She had two strong traits in her char- 
acter which were absolutely incompatible. First 
one and then the other of these traits, gained the 
ascendency, after the death of her husband to 
which she was unable to reconcile herself. As a 
young woman she had been pleasant and refined, 
but emotional in that she responded very 
markedly to her environment. In one side of her 
character, there was the great desire for happi- 
ness and pleasure. She felt all the anxieties and 
sorrows of life with great intensity. On the 
other side, she had unusually high moral ideals, 
was intensely conscientious and had an over- 
whelming pride in her moral rectitude. — Under 
the feeling of irreconciliation and despair upon 


the death of her husband, she was no longer 
able to repress these traits and keep them in- 
tegrated in one personality, so that first one came 
to the surface and then the other. Dr. Prince 
was finally able to hypnotize both of these per- 
sonalities and restored her to her former self, 
after finding the mood which combined the 
two states and which represented her normal 
personality. 


WACHUSETT MEDICAL IMPROVEMENT 
SOCIETY 


THe December meeting of the Wachusett 
Medical Improvement Society was held at Hol- 
den District Hospital on December 2nd. The 
speaker of the evening was Dr. Charles A. 
Powell of Boston, who gave a very interesting 
account of his twenty-two years experience in 
Central China as a Medical Missionary. He 
spoke of the Chinese as a progressive race when 
they have had the proper education. 

The next meeting of the Society will be. held 
on January 2, 1926, at Hotel Warren Winter 
Garden at 7 P. M. Dr. William D. Reid of 
Boston will read a paper on ‘‘Cardinal Princi- 
ples of Cardiae Diagnosis.”’ 

Yours truly, 
O. Draper PHELPs, Secretary. 


LAWRENCE GENERAL HOSPITAL 


A Curnicat Starr was held Tues- 
day, December 8, 1925, at 8.30 P. M. 

Subject: Fractures. Chairman: Harry H. 
Nevers, M.D. 

Charles J. Burgess, M.D., presented an ex- 
tended series of Roentgen ray plates covering 
the surgical service for the past three months. 

Roure C. Norris, M.D. 
Secretary. 


MEETING OF THE MEDICAL VETERANS’ 
CLUB 


A meeting of the Lawrence Medical Veter- 
ans’ Club was held at the Methuen Tavern, 
Thursday, December 10, 1925, at 8.30 P. M. 

Consideration was given to a proposition of 
the Medical Department of the U. S. Army 
which contemplates the formation of a Medi- 
eal Unit of eleven physicians as a separate 
body, under the Medical Reserve Corps of the 
U. S. Army. This unit is comparable to the 
Camp Hospital of the World War. 


NEW ENGLAND PEDIATRIC SOCIETY 


At the annual meeting of the New England 
Pediatrie Society, held at the Boston Medical 
Library, December 11, the following officers 
were elected: 

President, Dr. John Lovett Morse, of Boston; 
Vice President, Dr. Benjamin P. Burpee, of 
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Manchester, N. H.; Secretary-Treasurer, Dr. 
Joseph Garland of Boston; Councillor, Dr. Or- 
ville R. Chadwell, of Boston. 


NORTH SHORE MEDICAL FRATERNITY 


Dr. Harry C. Soromon of Boston addressed 
the members of the North Shore Medical Fra- 
ternity on Tuesday evening, November 24. His 
subject was Epilepsy, its various forms and 


treatment. A general discussion followed his 

talk. 

MEETING OF THE LYNN MEDICAL 
FRATERNITY 


Tue Lynn Medical Fraternity held a regu- 
lar meeting on Tuesday evening, Dee. 1, 1925, 
with Dr. W. A. Evans of Chieago, the well 
known newspaper syndicate writer, as its guest. 
Dr. Evans gave a eritical analysis of the sta- 
tistical records of pneumonia in Chicago, cov- 
ering the period from 1908, when he was 
Health Commissioner of Chicago, to 1924. He 
alsc showed charts by ten-year periods, over 50 
years, from 1870 to 1920, illustrating the sea- 
sonal incidence and death rate of pneumonia 
-and acute intestinal affections for the various 
ages, as recorded in Chicago. 

Wm. T. Hopxins, Reporter. 


MEETING OF THE ESSEX SOUTH DIS- 
TRICT MEDICAL SOCIETY 


Tuts Society held a regular meeting and din- 
ner at the New Ocean House, Swampscott, on 
Dee. 2, 1925. The subject for discussion was 
**Medical Legislation,’’ and the speakers were 
Dr. Thomas J. O’Brien and Dr. Channing 
Frothingham of Boston. Dr. O’Brien re- 
viewed the report of the recess committee of 
the Legislature with its recommendations and 
the accompanying bill which after some 
changes was referred to the next Legislature. 
He stressed the importance of preservation of 
the single standard for registration, the need 
for authority in some legally constituted body 
to pass upon the quality of medical instrue- 
tion in the Commonwealth and the desirability 
of removing the restrictions upon the appoint- 
ing power in the selection of members of the 
board of registration. 

Wm. T. Hopkins, Reporter. 


SOCIETY MEETINGS 


DISTRICT MEDICAL SOCIETIES 
Essex South District Medical Society 

Wednesday, January 6—-Beverly Hospital. Clinic § P. M 
Dinner, 7 P. M. Speaker, Dr. Paul D. White, Boston, “Recent 
Progress in the Study and Treatment of Heart Disease.”’ 

Wednesday, February 3—At 7 P. M. Hawthorne Hotel, Salem. 
Dr. WwW alter Timme, New York. Subject to be announced. 

Wednesday, March 38—Lynn Hospital. Clinic, 5 P. 
ner, 7 P. M. Dr. Charles E. Mongan, Somerville 
lems of Present-Day Practice.” 

Thursday, May 6—Censors meet at Salem Hospital, 3:30 P. M. 


Tuesday, May 11—The Tavern, Glouc 
Speaker to be announced. mesting. 


. Din- 
“Some Prob- 


Essex North District Medical Society 


January 6, 1926—The semi-annual meeting at Haverhill, 
May 5, 1926—The annual meeting at Lawrence. 


Middlesex East District Society 

January 13—At the Harvard Club at 6:30 P. M. Address by 
Dr. Richard Ohler, ‘“‘Metabolism.” 

February 10—At the Harvard Club. Address by Dr. William 
F. Boos; subject, ‘Industrial Poisoning.” 

April 14—At the Harvard Club at 6:30 P. M. Address by 
Dr. William E. Ladd, subject to be announced later. 

May—Annual meeting, Colonial Inn, North Reading. Subject 
and speaker to be announced. 


Suffolk District Medical Society 
January 6—At 8:15 P. M. Medical Section (meeting post- 
ned from December). Dr. W. J. MacDonald will speak on 
“Experimental Work in High Blood Pressure.” ; 
Janua 27——At 8:15 P. M. Combined meeting with Boston 
Medical Library. ‘Medical Experience of an Explorer,” Dr. J. 
Hamilton Rice. 


February 24—At 8:15 P. M. Surgical Section. ‘Post-opera- 
tive Care of Surgical Cases,’’ Dr. Dean Lewis, icago. ‘‘Sur- 
gical Convalescence,” by Dr. John Bryant. 

March 31—At 8:15 P. M. Medical Section. ‘Some Experi- 


ments in Group Physical Examination,’’ Dr. Roger I. Lee. 

April 28—At 8:15 P. M. Annual meeting. Election of offi- 
cers. “Some Diagnostic, Prognostic and Therapeutic Aspects 
of Disorders of the Blood,” Drs. George R. Minot, Cyrus C. 
Sturgis and Raphael Isaacs. 


Notices of meetings must reach the JOURNAL office on the 
Friday preceding the date of issue in which they are to appear. 


BOOK REVIEWS 


Landmarks and Surface Markings of the Hu- 
man Body. By L. Bartre Rowrine, M.B., 
B.C., F.R.C.S. New York: Paul B. Hoeber, 
Ine., 1925. 


The several previous editions of this admira- 
ble manual of surface anatomy have always 
been reviewed with commendation in this Jour- 
NAL. This sixth edition, the first since 1912, 
shows even improvement over its predecessors. 
The illustrations now number thirty-six; the 
majority of them are new;-and the opportunity 
has been taken to revise, alter, and make addi- 
tions to the text. Even the erratum noted. in 
Plate VI shows correctly an occasional, though 
not the usual, course of the median nerve. The 
appendix contains useful tables of measures, 
weights, and ossifications. This book should be 
of constant use and value to students and teach- 
ers of surgery and applied anatomy. 


Approaching Motherhood. By L. 
BropHrap, M.D. New York: Paul B. Hoeber, 
Ine., 1925. 


The desirability of books on maternity for 
the general public is always questionable. No 
doubt in sparsely settled regions, where medi- 
cal aid may be remote, a good book of this sori 
may be advantageous. Elsewhere even the 
best book tends to promote needless worry or 
undesirable independence of personal medical 
supervision. Brodhead’s manual is a ‘good 
book of this sort,’’ taking the form of a series 
of questions and answers of maternity grouped 
in appropriate chapters. Particularly to be 
praised is the chapter on popular fallacies. We. 
are also grateful to the author for using the 
terms approaching or prospective, instead of 


the popular and fallacious ‘‘expectant’’ 
motherhood. 
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